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THE ACOUSTIC PROBE IN THE SURGERY OF 
DEAFNESS. 
By A. L. F. Sarr, 
Madrid. 


Tue study of the transmission and reception of sound 
waves has been greatly helped both by our present 
knowledge of the physiology of hearing and by the progress 
made in these last few years in the surgery of hearing. 
The progress in the surgery of stapedial ankylosis has 
permitted a rapid development of surgery of the middle ear. 

The need for a transmitting apparatus functioning with 
maximum efficiency has led to surgical liberation of the 
windows and attempts to form a transmitting system from 
the remnants of a diseased conducting apparatus. The 
knowledge of the condition of the windows—their degree of 
freedom or ankylosis—and the evaluation of the functional 
potential of an ossicular chain damaged by a pathological 
process given by the acoustic probe, contribute greatly to 
maximum restoration of function of the hearing apparatus. 
It is therefore of interest to examine the part played by 
the various sections, which can be tested by contact 
audiometry. 

The main role of the transmitting apparatus is to trans- 
form-sound waves into mechanical movements and conduct 
the latter to the internal ear, and also to ensure the 
optimum difference in pressure between the two windows 


coupled by the endolabyrinthine fluid. A sound wave strikes 
this. transmitting apparatus at the ear-drum. Owing to its 
structure, the drum imposes a resistance or mechanical 
impedance, which is transmitted to the oval window, and 
the utilization of sound energy by the oval window is 
approximately 80% in the speech frequency range. 


The relation between the area of the ear-drum and the 
area of the stapes is 1:17, and the mechanical advantage 
of the ossicular chain is 1:1-3. The total transference of 
pressure, therefore, by a perfect transmitting apparatus, is 
1:22—that is to say, equal to the product of the two pro- 
portions. 

According to the calculations of Wullstein, an ideal 
membrane is responsible for a hearing gain of 25 decibels, 
whereas that of the ossicular chain is about 2-5 decibels. 
However, it is only because the drum membrane shelters 
the round window from sound that the improvement in 
hearing after fenestration reaches about 27 decibels or 
even up to 30 decibels, for this recovery of hearing depends 
on the reconstructed membrane’s serving no other function 
than that of protector of the round window. Any improve- 
ment. above 30 decibels’ hearing loss can be obtained only 
by an improvement in the quality of the transmitting 
apparatus, provided that the round window is protected. 


Research work by Vogel; Linck, Hughson, Growe, 
Zangmeister, Clerc, Stook and Wilson confirms that sound 
reaches the internal ear via the fistula and not via the 
round window, and Sourdille with his tympano-meatal flap, 


and Shanbaugh with his endoveal flap, are attempting to 
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create a system of transmission via the fistula, The 
observation that small perforations or any deficiency of the 
flap in fenestrated patients causes a reduction in hearing, 
which is regained by prosthesis, confirms that the essential 
function of the ear-drum is one of preventing the arrival 
of sound waves at the round window and the fistula 
simultaneously. 


Thullen experimented on the ear of a patient who had 
had a radical mastoid operation. A prosthesis placed in 
front of the round window was found to improve con- 
siderably the hearing by air conduction,:which then reached 
the level given by the probe placed on the stapes. However, 
the probe applied on the prosthesis, irrespective of the 
pressure used, gave a poorer result than that on the oval 
window. In the fenestrated patient the drum membrane 
seems to have a similar function to that of the prosthesis 
in the case described by Thullen, as is shown by the- 
decrease in hearing resulting from perforation. 


_ The function of a prosthesis is to protect the window and 
also to make the air in the middle ear vibrate, and once 
the prosthesis is installed, the difference of pressures 
necessary to hearing is established. However, the loss of 
hearing, though reduced, is till between 20 and 30 decibels, 
even when the probe curves at the stapes are of normal 
value. Any improvement above 30 decibels’ loss must in 
consequence be a function of the existing or restored trans- 
mitting apparatus. This power is still further increased 
if the prosthesis: rests on a surface larger than the stapes 
or the oval window, such as the remains of the ear-drum 
and the tympanic wall. A mechanism similar to the 
cae of birds then replaces the normal transmitting 

eeeates. as is shown by the experiments of Pohiman and 

van. 

Two cardinal functions must therefore be restored: the 
protection of the round window and the transmission of 
sound by a transmitting system of the best possible quality. : 
These functions of protection and transmission are, of 
course, often lacking in an ear damaged by a pathological 
process. 

The necessary difference of pressure between the two 
windows may not be reached, either because the baffle is 
lacking, being destroyed by a radical mastoid operation or 
by an inflammatory process, or because one of the windows 
is blocked by a cicatricial process. Similarly the trans- 


-mitting apparatus, if it is affected by adhesions or a rupture . 


of continuity, can no longer play its part. A mechanical 
stimulation by an acoustic probe, at the window level or at 
‘the bony capsule itself through the remains of the trans- 
mitting apparatus, permits stimulation of hearing by the 
conduction of sound to the inner ear, and so enables us to 
- appreciate the functional value of the different elements. 


THE Acoustic Prose. 

In order to obtain transmission of sound from almost a 
point source, an. acoustic probe can be fixed onto the 
metallic vibrating plate of a bone conductor by soldering 
a curved silver probe to the central part of the ‘vibrator 
plate. However, this method of fixing a probe to the 
vibrating plate has the following disadvantages. (i) It 
means having two bone conductors in order to establish 
‘the relationship between the response curve of the probe 


and ‘that of the normal bone conductor: (ii) There is © 


difficulty in sterilizing the vibrator with its soldered probe. 
“(iii) use of two different units whose frequency 
response is different can make the comparison of related 
curves in some cases difficult to interpret—for instance, the 
adhesive otitis curve without the rupture of the ossicular 
chain. (iv) It is necessary to have a metal vibrating plate 
-on. the’-bone conductor, when most audiometers are cali- 
. brated for bone conductors, having a plastic vibrating plate. 
“it is, for the foregong reasons that we have been led to 
devise ‘a ‘system which can be fitted to the bone conductor 
‘normally used: with our audiometer, and which also makes 
it possible to establish comparative results with relative 
_ simplicity. The design of our acoustic probe is as follows. 


fixed acoustic probe or a magnetic acoustic 


Dyrébe! diay be used. A fixed probe consists of 
ed nietal band that can be applied: on they bone vibrator, of 
OF 


onto the vibrator by a spring. A magnetic acoustic probe 
consists of a small metal plate, which is strongly mag- 
netized, and has two arms soldered to it, one on each side; 
these arms join centrally above and-slightly forward of the 


-front end of the plate and continue as the single probe. 


- In the case of an audiometer using a bone conductor with 
a metal vibrating plate, no problem of fixation arises, as 
the plate with the probe attached adheres strongly by 
magnetism to the vibrator. It adheres strongly enough to 
stand lateral pressure above the threshold maximum ampli- 
tude. In the case of bone conductors with plastic vibrating 
plates, attachment is obtained by closely applying the metal 
band with its fixing spring, to which the magnetized plate 
of the probe adheres strongly on the side of the vibrating 
surface. The magnetized plate of the probe itself then 
adheres strongly to this second metal plate. 


The bone conduction audiogram is determined by the use 
of the plastic vibrator complete with its.second metal plate, 
while a contact audiogram is made with the same vibrator, 
but. with the probe attached by magnetism to the second 
metal plate. It should be noted that the addition .of this 
second plate to a plastic vibrator does not seriously modify 
its response curve, as it was found that readings with it 
were very close to those obtained with the vibrator in its 
original condition. 


As values obtained with the probe at the tympanic level, 
when the transmitting apparatus is functioning normally, 
are well above the normal threshold levels for bone con- 
duction, the problem arises of reading off these values on 
the attenuator scale of an audiometer, for such scales do 
not normally offer a reading less than 10 decibels below 
zero. The value of the threshold of perception obtained by 
the ‘use of a probe must therefore be reduced by a known 
quantity, which is taken into consideration when the 
results are.recorded graphically. The addition of a resistor 
to the jack of the bone conductor allows a reduction of 
values obtained by 10 to 20 decibels according to the value 
of resistor used, thus permitting readings to be obtained 
within the scale of the normal attenuator. Whatever 
number of decibels’ drop in output is decided on, this must 
be added to the readings obtained with the probe before 
they are recorded, while during the taking of the normal 
bone conduction audiogram, this must be 
eliminated from the circuit. © 


Another method of obtaining readings within the normal 
attenuator scale is to connect the bone conduction vibrator 
to the earphone socket of the audiometer. As the: output 
voltage required to give normal threshold levels for air 
conduction is lower, the values obtained by the use of the 
probe will be automatically lowered by between 20 and 30 
decibels according to the particular audiometer. 


Four frequencies are used in contact audiometry, and 
the patient lies down with his ear locally anesthetized with 
pantocaine (2% solution). Examination is made with a 
‘magnification of 10. With the particular microscope we use, 
the distance between the objective and the object is 19 
centimetres, which gives adequate room to mancuvre the 
probe without hindering vision. In order that the pressure 
exerted by the probe should be constant, the operator’s 
arm rests on a support (a very high stool). This prevents 
the operator’s arm from trembling and also keeps it away 
‘from the patient’s head, on which it must not rest. The 
pressure exerted by the hand should be light—about one to 
two grammes—and this light pressure can be recognized 
by a slight depression in the ear-drum where the probe 
touches it. However, a light pressure of up to approxi- 
mately three grammes leaves no trace on the drum after 
the experiment. It -is, therefore, essential to control the 
application of the probe through a magnification, in order 


-to be able to observe any resulting epithelial lesions. 


Thullen, in studying the influence of differing pressures 
of the probe on the transmission of sound, has demonstratéd 
that up to a_pressure of one gramme the amplitude grows, 
but it does not increase further above this figure, although 
measurements were taken up to 30: grammes, On the other 
hand, it hasbeen shown, by means of a nylon thread on the 
drum, that pressures up to three grammes do not incon- 
venience the anesthetized ear and do not produce epithelial 
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injuries. As the préssure required to obtain the maximum 


amplitude need not exceed one gramme, the necessary 
pressures for contact audiometry are below the threshold 
of epithelial lesion. Too strong a pressure on our magnetic 
probe looses it automatically from the vibrator. Thus, 
pressure control becomes very easy, and depends, of 
course, on the strength of the magnet which is the probe’s 
basis. 


Ficure I. 


In order to exclude any possible cause for mistakes 
during experiments with the probe held in the hand, 
Zoliner made a special apparatus as a support and guide 
for the probe, thus avoiding any trembling of the operator’s 
hand and any displacement. This consists of a frontal 
head-band with a nasal and ear support, which is applied 
to the asneate head, and which supports a bone-conduction 


Fieure Il. 


vibrator to which is fixed a straight probe. The vibrating 
plate of the vibrator is of very small dimensions in order 
not to hinder the visual field of the experimenter. With 
the patient sitting, the probe is placed under the micro- 


“seope controls. 


In spite of this improvement, the curves obtained do not 
correspond to the absolute bone conduction, as the frontal 
head-band transmits sound, as does the obscuring plug of 
the frontal support placed in the opposite ear (Weber 
effect). The pressure exerted by the head-band also makes 
results vary. In consequence, it can be shown that measure- 
ment of absolute bone conduction is very difficult. However, 
the acoustic probe offers the advantages of minimizing the 
phenomenon of lateralization, which hinders accurate 
measurement, as the application of the probe is right on 
the labyrinth, and in addition the energy used is often 
very weak (often less than 15 decibels). 


INDICATIONS FOR THE USE ofr ConTACT AUDIOMETRY. 
Proposed Tympanoplasty. 


The ability to determine the condition of the ossicular 
chain before the operation of tympanoplasty—for example, 
its continuity or otherwise—the value of retaining the 
remains of the transmitting apparatus, as well as 
knowledge of the condition of the window and the need for 
surgical liberation are of appreciable help in planning the 
operation. It is, of course, easier to make these investiga- 
tions in the case of total loss of the ear-drum. 


Surgery of Adhesive Otitis. 


Determination of the condition of the ossicular chain 
guides the operator by indicating the eventual necessity 
for an atticotomy, or it may sometimes reveal the 
unexpected, such as rupture of the ossicular chain. 


Figure III. 


Surgery of Otosclerosis. 


Whether in fenestration, as we shall see later, or in 
the Rosen type of mobilization of the stapes, contact 
audiometry can give appreciable help, either for controlling 
the operation or as a guide. 


Diagnosis of Otosclerosis. 


The characteristic curves of otosclerosis added to other 
classical signs permit confirmation of the diagnosis, and 
provide indications for fenestration or mobilization of the 
stapes. 


INTERPRETATION OF THE RESULTS OF CONTACT AUDIOMETRY. 


The figures obtained have a comparative value and not 
an absolute one; but they allow us to compare results at 
the level of the different elements in the transmitting 
apparatus, 


The results obtained at the ear-drum, the malleus and 
the processus brevis are better than those using normal 
bone conduction on a normal ear. The differences between 
the curves determined at the levels of the different elements 
and the curve for bone conduction taken according to the 
usual procedure are characteristic of each a, and are a 
function of its frequency response. 


The results are not valid as absolute figures; but for a 
particular apparatus there does exist a constant relation 
between the curves obtained. With our instrument, for 
instance, we have found that the curves obtained at the 
drum and the processus brevis are about 20 decibels above 
those obtained by normal bone conduction. Similarly, 
perception at the stapes level or at the recess of the oval 
window is better by 20 decibels than normal bone conduc- 
tion, while the values found at the level of the round 
window are lower by five to 15 decibels than those obtained 
at the oval window. However, the values at the promontory 
are equal to those of the classical bone conduction curve 
(Figure 1). 

The audiometer used: ‘for our tests was a Peters, and 
with it we used interrupted sound and ascending intensity 
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in determining threshold. 
conductor was 12 ohms, and the frequencies explored were 


500, 1000, 2000 and 4000. 
The value of the ossicular chain, whether intact or 
partially destroyed, and the condition of the windows, will 


Fl 


TYMP 


‘Figure V. 


onsequence be the object of. investigation by. contact 


pers ometry. This investigation. can. be made in an ear, 


Intact Ear-drum. 


“When the ear-drum is intact, deafness is due to adhesive 
processes of the middle ear bringing about fixation of the 
chain, or a break in its continuity, or alternatively the 


condition may be stapedial ankylosis, reproducing the 
clinical picture of otosclerosis. 


Fixation of the chain with a mobile stapes gives a warn 


at the ear-drum or at the processus brevis similar to that 
obtained on a normal ear—that is to say, higher readings 
than by bone conduction are obtained, though the difference 
between them is not so great as with the normal ear, the 
difference being only 10 to 15 decibels. The curve at the 
ear-drum is, however, never-lower than the bone conduction 
curve (Figure II). Discontinuity of the ossicular chain 
will make the tympanic curve approach the bone threshold 
more cloxely, the values obtained by the acoustic probe 
being not any better than the bone curve, or sometimes 
worse. (Figure III). 

On the other hand, atapeeial: ankylosis brings about 
characteristic changes; the level of the curve at the ear- 
drum is lower than the bone conduction curve by 10 to 30 
decibels. According to Rieder and Sussman, such a curve 


“is never seen in hydrops of the labyrinth or spasm of the 


stapedius muscle (Figure IV), except in cases of oto- 
sclerosis. Although the ossicular chain and the oval window 
can, as we have seen, be explored through an intact ear- 
drum, more thorough results can be obtained by. direct 
application of the probe in an open ear. 


Ear-drum Partially or Completely Destroyed. 
Ossicular Chain. 


“The ossicular chain may be preserved and mobile, fixed 
by adhesive processes, .or interrupted. 


When its continuity and mobility are preserved, a pros- i 


thesis’ placed over the perforation gives considerable 
improvement. If a trial by probe gives a curve at the 
malleus, the tympanic remains and the processus brevis 
identical with that of a normal ear—that is to say, greater 
by 20 decibels than the curve obtained by bone conduction— 
then it is certain that deafness is solely due to the 
perforation. Therefore, very careful and 
cleaning only follows the opening of the attic; 


If the chain is fixed by an adhesive process, or is broken 


-owing.to an inflammatory process which has led to ossicular: 


decay, then the effect is as follows. In the first cdse the 
probe reveals fixation without rupture, the curve obtained 
at the malleus being superior to the curve obtained by bone 
conduction, but inferior to that produced by a probe in a 
normal ear with an intact chain (Figure II).. In the case 
of perforation, trial by prosthesis may give a clear answer, 


as no improvement is a proof of interruption of the chain. 


In the case of a large perforation, however, the prosthesis, 
by making contact with the stapes or by protecting the 
round window, may give a false impression of continuity 
on account of the improvement obtained by its application. 
The probe then will confirm the presence of interruption of 
the chain. The curve at the tympanic remains and at the 
malleus will be no better than that obtained by bone 


conduction (Figure III). 


If the probe is applied on a mobile stapes, in the case 
of a large perforation, Chen values are 


obtained 
Some iecial cases, however, offer difficulties in diagnosis.. 


For instance, if the perforation is a large one and the - 


incus has been destroyed by operation or disease, there 
may. still be a connexion between the malleus and the 
stapes by means of adhesions. In these cases, a cotton-wool 
prosthesis does not produce improvement, and, pexing 2 a 
baffle over the round window, depresses the hearing. 

probe gives a good curve on-the tympanic remains, ae 
malleus and the granulation tissue;but evidence of air 
conduction and an exploration by probe under a strong 
magnification soon show the part played by the adhesions. 


The question of the type of graft will then arise. It seems. 
that it is better.to favour the. of a- ion: 
bridge rather than a free graft.. es : 
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Windows. 
_ It is possible to explore the condition of the windows, 
especially in the case of destruction of the tympanum. 
However, the chief difficulty is in exploring the condition 
of the bottom of the middle ear, as it is often difficult to 


FS 
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identify the different parts of its contents even under 
strong magnification. 

The exploration must bear 
function of which 


precisely on the windows, the 
must be determined. For this a frequency 


of 1000 cycles per second is first used. The probe is applied 
on different places, and the point of application giving the 
best hearing will probably be found to be either the stapes 
or the recess of the oval window. The tests are then con- 
tinued on the promontory, the result being compared with 
that obtained at the oval window and with the bone 
conduction curve. 


The middle ear often contains ossicular remains without 
that continuity with the oval window which visual examina- 
tion might lead one to believe exists. The probe shows that 
they transmit sound badly and even worse than the 
promontory, and so it is useless to preserve them in a case 
of tympanoplasty (Figure V). 


Surgery of the windows will achieve its full efficacy 
with the aid of magnification and the results of probe 
exploration. Audiometric verification of the functioning of 
the windows avoids failures due to the impossibility of 
visual verification. 


The windows may be mobile or partially fixed, or one of 
the windows may be completely fixed. 


Both Windows Mobile—The difference in pressure 
between the oval and round windows in a normal ear is 
20:1, but this difference does not exist in many ears 
affected by inflammatory processes or by a radical mastoid 
operation, in which the sound waves hit both windows 
simultaneously owing to the lack of a baffle. This absence 
of a baffle for the round window is therefore the major 
cause of deafness in patients who hear by windows alone. 
In a dry ear, when the bottom of the middle ear offers 
good visibility, it is possible to place .a cotton-wool pros- 
thesis. This will improve hearing, similarly to a spon- 
taneous prosthesis created by accumulated secretions in 
front of the window. Cleansing such ears immediately 
lessens hearing, and so proves the mobility of the windows 
and the previous artificial protection of the round windows. 
The acoustic probe makes it possible to obtain a curve on 
the stapes or on the oval window, which is similar to the 
curve obtained at the tympanum of a normal ear. The 
threshold of the recess of the round window is definitely 
lower (Figure V). 


The window, though mobile, may be imprisoned in 
granular cicatricial tissue, which limits its normal function. 
As a trial with a prosthesis gives negative findings in these 
cases, complete fixation of the windows may be expected; 
however, the probe will again allow a precise diagnosis to 
be made. If the probe is pressed on the granulation tissue 
and a definitely higher threshold is obtained, this is proof 
of the window’s mobility. This proof of the mobility of a 
window beneath inflammatory tissue difficult to explore is 
one of the greatest advantages of the acoustic probe, since 
it allows the planning of a tympanoplasty and the liberation 
of the windows. However, granular or polypous formations 
covering the two windows in the shape of a bridge may 
rendgr the exploration difficult, as the vibrations, owing to 
the bridge, will be transmitted simultaneously to both 
windows, the mobility of which is already limited by 
cicatricial tissue. A very careful and meticulous cleansing 
will then be necessary to free the window. One sometimes 
finds’ an intact stapes under this granulation tissue 
(Figure VI). After the short-circuiting of the windows has 
been removed by freeing of the recess of the oval window 
and of the channel leading to the round window, a satis- 
factory characteristic curve is obtained when the probe is 
applied at the region of the oval window (Figure VI). 


Fization of the Oval Window.—It is not exceptional for 
a long inflammatory process to cause either a partial or a 
complete covering of the window by sclerous tissue or real 
exostosis. It is, of course, impossible to know if one of the 
windows is immobilized by means of a prosthesis, but again 
the acoustic probe will permit a diagnosis. Application of 
the probe at the covered window gives a curve as low as or 
even lower than that of bone conduction, whereas better 
results are obtained at the round window, which has 
remained mobile. In the case of complete bone obliteration, 
which cannot be repaired by surgical means, fenestration 
is a delicate problem. If it is undertaken in the case of a 
free round window, it must be accompanied by a tympano- 
plasty in order to provide a baffle for the round window. An 
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incurable obstruction of the Eutachian tube will, of course, 
prevent functioning of the secondary ear-drum, and only 
round-window prosthesis will be able to bring about 
improvement, in spite of fenestration (Figure VII). 
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Ficurp IX. 


Immobility of the Round Window.—The closure of the 
round window by otosclerosis is rare, but well known histo- 
logically. The deafness it brings about is no different from 
ordinary otosclerotic deafness. It is, however, much more 
frequent to find a round window immobilized by a process 
of post-inflammatory sclerosis. Only exploration by probe 


can confirm the immobilization of the window. Preserva- 
tion of good hearing by bone conduction, a poor probe curve 
and a mobile stapes or giddiness during the trial prove 
closure of the round window. In the case of closure of the 
oval window in which there is preservation of bone con- 
duction, functioning of the round window need not be 
considered, as Kobrak, Lindsay and Pohlman have shown 
by their experiments that closure of both windows brings 
about a decrease in bone conduction perception. Of course, 
a round window imprisoned by cicatricial tissue should be 
freed by surgery, but if the presence of fixation is then 
confirmed, improvement cannot be hoped for. Fenestration, 
creating a fistula in the scala vestibuli without the counter- 
part of the secondary tympanic drum (round window) 
corresponding to the scala tympani, will not result in move- 
ment of the endolymphatic fluid; the oval window with its 
mobile stapes and the new window will both act only on the 
vestibule. Determination of fixation of the round window 
is, in consequence, very important, as the impossibility of 
its being freed by surgery prevents any hope of improve- 
ment. Even if the round window is liberated and its pro- 
tection is assured by tympanoplasty, normal permeability 
of the tube is necessary for functioning of the system of 
protection and counter-pressure. \ 


AUDIOMETRY DuRING OPERATION. 


Examination of ankylosed stapes during a fenestration 
procedure or during mobilization of the Rosen type can 
sometimes reveal a surprising fact. The stapes can be 
mobilized with a hook and its mobility confirmed by the 
reflex response of the stapedius muscle to a loud voice. No 
fracture is visible even under strong magnification. Thullen 
has made a probe curve at the stapes and at the semi- 
circular external canal, of which enchondrolization has 
been partly but not completely performed. As perception 
at canal level was clearly superior by about 15 decibels, 
this showed the reason for the apparent mobility of the 
stapes, and the presence of a fracture of the crus of the 
stapes was verified surgically. 


Even when perception is better at the level of the mobile 
stapes, a fracture of the plate of the stapes must be sus- 
pected. Freeing of the plate from the annular ligament and 
the stapedian muscle allows the extraction of the fractured 
part even with the arm strapped. These facts are naturally 
connected with the improvement of hearing obtained by 
various procedures derived from Rosen’s mobilization 
technique, and aimed at producing a transverse fracture of 
the plate, part of which will be easily mobile. 


The acoustic probe permits control during operation. In 
the case of mobilization of the stapes of the Rosen type, 
the degree of improvement being obtained can be tested. 
A fracture of the anterior arm can give a false impression 
of the mobility of the plate, but the probe will detect this. 
The value and results of a fracture of the plate can also be 
verified by the probe. A gain of 15 to 20 decibels on the 
threshold of the probe at the level of the incudo-stapedial 
articulation seems to prove a correct mobilization. This 
exploration is made on the frequency 1000. An amelioration 
at this level is accompanied by an improvement in the 
other conversational frequences. The definite audiometric 
gain seems to be superior to those obtained by the acoustic 
probe. 

It is evident that too strong a basal anesthetic will make 
a difficult, and so perfect anesthetic technique 
is vital. 


SUMMARY. 

Contact audiometry is a procedure of great value in ear 
surgery. 

Its technique, though delicate, is simple. 

Values given are comparative and valid for the particular 
apparatus used. 

Pre-operative exploration permits evaluation of the 
function of the different elements of the existing trans- 
mitting apparatus, and so helps in deciding as to the value 
of their conservation and the surgical technique to be 
followed. 
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It is certain that the necessity of carrying out the 
exploration under local anesthesia is a great inconvenience, 
and that an objective method possible under general anzs- 
thesia would be desirable. 
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Audiometry during operation also allows immediate 
evaluation of the resuits of mobilization of the stapes. 
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THE VACUUM EXTRACTOR. 


By Wi11am D. CunnineHam, 


Senior Honorary Obstetrician, King George r 
Memorial Hospital, Sydney. 


Durine the last two years I have delivered 21 babies 
with this instrument, using it in preference to the con- 
ventional obstetric forceps in these selected cases. While 
the series is small, my experiences have been encouraging 
so far, and clinical trial of the instrument is continuing. 


History of the Vacuum Extractor. 


In 1848 Simpson thought of using a small rubber cup 
attached to a suction pump. In 1938 Torpin and Mario 
Castallo devised a more advanced form of cup (Figure I). 
In 1952 Finderle wrote an article entitled “Extractor 
Instead of Forceps”. His extractor is made as a slightly 
curved horn of metal, the wide end of which is covered 


Ficurp I. 
Suction cups devised by Torpin (i) and Castallo (ii). 


with a rubber hood. The other end is connected to a rubber 
tube through which the air is pumped out by a 200 millilitre 
syringe (Figure II). 

I had been interested in the idea of using suction for 
the delivery of the baby for some time, and in 1948 I asked 
the Faculty of Engineering of the University of Sydney 
for technical assistance. A single rubber sucker cup was 
designed with the practical advice of Professor A. B. 
Stephens and Mr. Peter Joubert (Figure III). This rubber 
cup was connected in series, using bottles and a mercury 
manometer, to an electric vacuum pump. 


Experiments on ourselves, medical students and stillborn 
babies demonstrated that a strong grip could be obtained 
and sufficient traction force exerted without injury, but 
whether a baby could be safely delivered this way remained 
to be proved. The relatively flat plane of the vertex was 
the only area of the foetal skull on which the rubber cup 
would grip firmly. 


In the meantime I had learned of Dr. Tage Malmstrom’s 


-work during 1950 with a vacuum extractor in the Depart- 


ment of Obstetrics and Gynecology at the Sahlgren Hospital, 

Gothenburg, Sweden. On investigation I considered his 

extractor to be mechanically better than ours. At my 

request, Dr. Malmstrom sent a set of extractors to me, 

which I exhibited at a meeting of the Royal College of 

ee and Gynecologists in Melbourne in September, 
54. 


In the following year (1955) I travelled to Sweden, 
wkere in the Sahlgren Hospital, Gothenburg, I worked 
with Dr. Tage Malmstrom. At this hospital the vacuum 
extractor is used to the exclusion of the obstetric forceps, 
and all members of the medical and nursing staff are 


enthusiastic about its merits and safety. 


Description of the Instrument. 


The prehension or traction system of the instrument is 
composed of two metallic cups which fit into each other, 
the inner cup being perforated, but not the outer one. 
These two pieces are covered by a rubber cap which, at 
the edge of the metal cups, forms a pressure-dispersing 
ring with a width of 0-5 to 1:0 centimetre. In the centre of 
the metal cup there is a small pipe, on which a suction tube 
is fastened. In this tube a traction chain is running. This 
traction tube ends in a metal handle with two connectors, 
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one for the suction cup tube and one for the pump tube 
(Figure IV). The apparatus is completed by a glass bottle 
fitted with a vacuum meter and two metal connectors, 
one for the vacuum extractor and. one for the pump tube 
with a back-valve. The later model cups dispense with 
the rubber cap for a better grip (Figure V). This arrange- 
ment has been made in order to keep a constant measurable 
suction. Also, it has proved satisfactory to have this bottle 
between the pump and the vacuum extractor in order to 
collect amniotic fluid and mucus in the bottle at the start 
of the suction. 


Figure Il. a 
Finderle’s extractor. 


The suction cup of the vacuum extractor is manufactured 
_in four sizes, with the opening having diameters of 55, 60, 
70 and 80 millimetres (see Figure VI). The suction cup 
is fastened to the leading part of the fetal skull, and a 
vacuum of 0-6 to 0-8 kilogram is applied, and traction by 
hand may then be commenced. 


Mode of Operation. 


Conditions necessary for the safe application of the 
vacuum extractor are similar to those for the obstetric 
forceps, which are as follows. (i) The cervix must be fully 
dilated when the vacuum extractor is being used to deliver 
the child. (ii) The vertex must be presenting; the vacuum 
extractor cannot be applied to the face or to an after- 
coming head. (iii) The head should be in the cavity of the 
pelvis. (iv) The membranes must be ruptured. (v) The 
mother’s bladder and rectum should be empty. - 


With the patient in the lithotomy position, the usual 
preliminaries are performed and aseptic and antiseptic 
precautions taken. | 


The introduction of the cup into the genital passages 
requires skill that can rapidly be acquired. It is always 
easy and painless in multiparous patients, and in primi- 


Figure III. 
Cross section of Cunningham’s sucker cup. 


? 


“Ficurp IV. 
Parts of the extractor: two metal cups, one perforated 
and connected to the traction chain; the metal handle 
with two connectors; a rubber tube in which the traction 
chain runs; and the rubber cap which fits the outer cup. 


V. - 
The vacuum extractor with glass bottle and vacuum 
meter and pump. 


parous patients introduction can be facilitated by local 
anesthesia and episiotomy. For direct traction the size 
70 millimetres or 80 millimetres suction cup is used (see 
Figures VII, VIII and IX). ooee 
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. Sometimes, when the suction cup is being applied to 
the leading part of the fetal skull, difficulty may be 
encountered due to a high perineum or a rigid pelvic floor. 
An episiotomy under local anesthesia, preferably a pudendal 


Ficurp VI. 
Size 70 millimetre suction cup. 


Ficurp VII. 


The introduction of the 70 millimetre cup without the 
rubber cap; it is liberally lubricated with ‘“Dettol” 


cream. 


Ficure VIII. 
The adjustment of the cup to the vertex. 


block using 30 millilitres of 0-5% lignocaine mixed with 
1500 units of hyaluronidase, overcomes this difficulty, and 
furthermore makes traction in the pelvic axis easier and 
of shorter duration. 


‘It must be emphasized that for delivery the traction 
must always be in the pelivic axis (see Figure X). After a 
firm hold has been secured on the vertex, traction is com- 
menced. During traction, gentle pressure is kept on the 
suction cup with the left hand to prevent any diagonal 
shift and also to direct pressure downwards so that the 
occiput can slide under the pelvic arch. 

When the baby has been delivered it will be seen that 
a large artificial caput succedaneum has formed beneath 
the scalp (see Figure XI). This caput is the means by 
which a large area of scalp is gripped to permit considerable 


Fieure IX. 
The cup adjusted to the vertex. 


traction. It is remarkable how quickly this caput dis- 
appears—e.g. after 30 minutes of intermittent, strong 
traction at 0-8 kilogram suction, the caput should disappear 
within an hour, leaving a pink-coloured ring on a flat scalp 
which fades in 24 to 36 hours. 

Traction is made to coincide with the uterine contractions 
and the bearing down efforts of the mother. It is impossible 
to secure an application over the baby’s eye or ear, for 


Traction commenced in the pelvic axis. 


the irregular bony contours cause diagonal traction and the 
cup loosens from any slight grip it might have had. The 
cup will fit only on the relatively flat plane of the vertex. 
The strength of the pull equals that used with the 
obstetric forceps, that is, with feet firmly braced the right 
forearm provides the traction force. Too strong a pull 
overcomes the vacuum of 0-8 kilogram and the suction 
cup loosens and comes off. 
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Condition of the Patients after Delivery. 


Damage to the baby’s scalp is minimal. Prolonged appli- 
cation of the cup may sometimes abrade the scalp. This 
superficial abrasion heals with a dry scab within a few 
days. This occurred in three of my cases where the cup 
was in position for half an hour. One of these. babies 
had a small hematoma in the caput succedaneum which 
resolved in three days. 


The experienced sister in charge of the nursery at.the 20 


Sahlgren Hospital, Gothenburg, assured me that in all the 
cases delivered by the vacuum extractor there had been no 
sign of trauma apart from the suction mark. 


Fieurs XI. 
Position of the after delivery, showing its site of 
é to the vertex. 


The indications for assisted delivery were as follows: 
delay with the head on the perineum, due-to failure of the 
powers (15 of my cases); delay with the head on the 
perineum and signs of fetal distress (three cases); delay 
with the head arrested at the level of the ischial spines 
(three cases). Of these 21 cases, three were the equivalent 
of mid-forceps and 18 of low forceps. 


All the babies presented by~the vertex. In one case of 
delay with the head on the perineum, the baby was delivered 


in the occipito-posterior position, the vacuum cup gripping 


midway between the anterior and posterior fontanelle. An 
- episiotomy facilitated the application and the delivery. 
All other babies were delivered with the occiput in the 
anterior position. 

- Of the three cases in which there was arrest, with the 
biparietal diameter at the level of the ischial spines, one 
was presenting as a persistent occipito-posterior, which 
necessitated a manual rotation before vacuum extraction 


could be performed. My attempts to rotate the occiput to . 


the anterior — with pede vacuum extractor applied 


were not successta 


Episiotomy was performed in 11 cases to facilitate the 
application of the vacuum extractor and the delivery of 
the baby. The episiotomy wounds, after suture, were 
dressed with “Nobecutaine” peel and healed 
by first intention. 


After birth six babies required resuscitation; this con- 
sisted of the administration of intra-nasal oxygen and 
Eve’s rocking method. The others cried and behaved 


Ficurs XII. 


The caput suosedanowm and the indentation ring of 
the eup. 


There was no mortality. os morbidity in the mothers. 
Two of the ree expressed their happiness at witnessing 
nay actual birth of } their baby and being able to cooperate 

t. 


The approximate weights of the 21 babies delivered 
were as follows: ~five pounds to six pounds, .one baby; . 
six pounds to seven pounds, two babies; seven pounds to 
eight pounds, five babies; eight pounds to nine pounds, 


- Ficurp 
Disappearance of caput one hour later. 


eight babies; nine pounds to nine and a half pounds, five 
babies. The development and feeding of the babies were 
normal. In my follow-up investigation of the cases, all have 
progressed normally in infancy. 


In a recent communication ‘to me, Dr. Tage Malmstrom 
enclosed a copy of a mathematical study by Dr. P. Rosa 
of the University Hospital, Saint-Pierre, Belgium. This 
work of Dr. Rosa gives proof that the vacuum extractor 
is, theoretically, an innocuous and effective instrument. 


This mathematical study is set out in the spent te. 
the paper, and is shown diagrammatically in Figure XV. 
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Discussion. 
Advantages. 

The advantages of this method of extraction are as 
follows. 

1. General anesthesia is not necessary, although I used 
it in five cases; four of these were my first cases. In the 
fifth case a manual rotation of the head from a persistent 
occipito-posterior position was necessary. 

2. Very little trauma to the baby occurs, for the extractor 
is suplementary to the uterine contractions and does not 
replace them as does the obstetric forceps. There is an 
insignificant compression of the fetal skull. 

8. Excessive or ill-directed traction is impossible, for the 
eup will slip off the scalp. ; 


Ficure XIV. 
The vacuum extractor held in the hand; it is in series 
with the vacuum bottle and vacuum meter, then to 
another bottle which has a d¢ontrol screw giving a 
maximum suction up to 0:8 sere nga this screw is 
connected to the electric sucker motor. All are mounted 
on a mobile trolly. 


4. The vacuum extractor may be used for the promotion 
of regular strong contractions in primary uterine inertia. 
I have not used it for this purpose, but enthusiastic reports 
have reached me, and in the next 12 months trials will be 
carried out. 

Disadvantages. 

1. The superficial circular abrasion of the baby’s scalp 
is the only trauma that occurs directly from the use of 
the vacuum extractor; this is an undesirable result. 
Delivery by obstetric forceps with the pneumatic bag 
Modification on the blades causes no trauma. Perhaps, in 
the future, a device which incorporates both of these prin- 
ciples will be invented, research and financial resources 
permitting. 


2. The hand pump becomes inefficient after a time and 
the pumping is very fatiguing to the assistant. This would 
be more so during intermittent traction by the vacuum 
extractor in cases of primary uterine inertia. To overcome 


-this I have had a suction motor adapted to give controlled 


suction. The control screw is calibrated to a maximum 
of 0:8 kilogram (see Figure XIII). 


Summary. 


A method of operative delivery, other than by obstetric 
forceps, is described; this method is supported by a mathe- 
matical study. of the forces involved, and it gives promise 
of becoming an essential part of our obstetric armamen- 
tarium. 
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Fieurp XV. 


Diagrammatic arrangement b Dr. Rosa of his 
mathematical theory. 


Appendix. 


The following is a copy of Dr. Rosa’s mathematical study 
sent to me by Dr. Tage Malmstrom. 


Let us consider that the smallest cup (whose diameter 
measures 5°5 cm.) has been correctly applied to the occiput 
of a full term fetus (Figure XV). The area covered by this 
cup is a circle whose radius R is 2°75 cm., the circumference 
17 cm. (27R) and the surface 24 cm. (#R)*. The internal 
surface of the cup against which the scalp is going to be 
drawn is a spherical cap whose depth P equals 2 cm., radius 
of curvature R’ 3 cm., and surface 38 cm.* (27R’P). If we 
create a semi-vacuum in the cup, that is to say a decrease 
of half an atmosphere, each square cm. of scalp beneath 
the cup is going to be applied against the internal surface 
of the latter with a force equal to 500 gm. Let us exert on 
the handle a traction of 10 kgs. at right angles to the plane 
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dicular to the plane at opening will be 500 gm. per cm. 


(10,000/17). 


into @ traction force on the scalp te and a force perpen- 
dicular to the iaeerna surface ‘and the cup tending to 


separate the scalp 1. In Boise’ to determine these two 


by the scalp with regards ns that taken by 
force, that is to say the angle etc. Owing 
conditions, the scalp in its free and separated portion 
(between the cup and the head) is at the same time tan- 
gential to the spherical cap made. up by the cup and to 
‘the sphere 10 cm. in diameter, representing the fcetal skull. 
To construct this tangent, let us first draw with, as centre 
—. of the fetal skull, Ot, a circumference whose radius 

is equal to the difference between the radius of the foetal 
head (5 cm.) and the radius of curvature of the cup 
(3 cm.), ie. 2 cm. From the centre Ov of the cup let us 
draw two tangents to this constructed circumference; the 
scalp will be parallel to them and a radius drawn from Ot 

to the tangent point T determines the limit of separation 
T at the level of the skull when it is produced right up 


to the surface of the fetal head. In the triangle OtOvT, 


right angie af T, the angle GtOvd to that 
tended by te and tc, which we require to determine; indeed 
they have their sides parallel. Now we know that sine 


OtOvT equals OtT/OtOv; OtT is the radius of the con- 
structed circle, ie. 2 cm. and OtOv is the distance separating 
the centre of curvature of the cup from the centre of the 
fetal skull. Geometrical study of the curves shows that 
the skull can penetrate 5 mm. into the cup; knowing its 
depth (2 cm.), its radius of curvature (3°cm.) and that 
of the fetal head (5 cm.), we deduce that the centres of 
the cup and the head are 35 cm. distant. We can now 
calculate the sine and find its corresponding ‘angle in the 
- tables; it happens to equal 35°. 


In the right angled triangle tce: 
> 


tc = te X cos. cte 
‘ = 590 x 081915 

480 grammes. 
In the right angled triangle tde: 
td = te x cos. dte 
= 690 x 0°57358 
= 340 grammes. 


component 
than the force of adhesion (600 grammes), the cup will hold. 
The scalp will undergo an elo ng traction which will 
—— per cm. at the level of the cup. This 
will draw out the scalp and according to the _— 
of elasticity. — will end only when a. force 


elastic sicko r equal and opposite to the elongating trac- 
tion. will have been created at the centre of the scalp. At 
that moment the system is in static equilibrium. If we cut 


@ quadrilateral in the separated portion of the scalp, these. 


forces tte and r) and the lengthening reser takes place 
is given by the 


te 

Al=la— 

it is lengthening the 


the equation: 
te 
A a= do — 


to be applied to the straight sides to avold shrinkage would 


_Jat us potat out that from ¢ to 7” the is widening 
distributed alo 


and therefore the traction forces are 


This elementary traction te can be resolved 


of separation (340 grammes) being less ~ 


-“foreé takes support on the fetal head 


grea tér and greater circumferences. At the cigs of, the 
cup the circumference equals 17 cm. and the traction tc is 
480 grammes. Let us see what the conditions are at T’. 
OtT’ x cos OtT’X.. 

sides are perpendicular. 
sin 35° 
0°57358 


Now OtTX = clive since their 
5 cm. xX 

5 cm. X 

The circumference of the scalp at the level of separation 
is therefore 26 cm. (2 x 3°1416 x 4-1) and the perpendicular 
traction oN begs is equal to 310 grammes.. If the traction 
exerted on the scalp per cm. decreases from cup to skull 
from 480 Pl 310 grammes, the lengthening and shrinkage 
provoked decrease in the same proportion, thus the cone- 
like alteration. 

Beyond the separation the scalp is closely applied to the 
skull; in that region we can therefore consider that the 
scalp has a spherical shape. If we cut out a curved quadri- 
lateral with sides 1 cm. long, the bases are submitted to 
a traction force existing at the level of a large circle of 
circumference 32 cm. (2 x 38-1416 x 5), ie. 250 grammes 


17 


nearing —— = 125 gr. We can now calculate the pressure 


2 
arising in the interior of the skull by applying Laplace’s 
formula: 


= 76 grammes/cm.? 

This internal pressure is equilibrated everywhere by the 
tension in the scalp except at the level of separation. The 
extent of this vulnerable region can be calculated if ‘we 
know the height of the denuded cap XH. : 

Now XH = R — 0X 


‘thence XH = 5 — 29 
241. 


The part of the fortal skull which freely bears the brunt of 


internal pressure therefore measures: ? 

2nR x XH 

66 cm? _. 

The free surface o of thi are therefore driven 

outwards each with a force equal to 33 x 75 grammes, i.e. 


25 kg. 


‘We can establish by cal¢ulation that if we create in the 
smallest cup a decrease of half an atmosphere it will come 
off with a perpendicular traction equal to or above 14 kg. 
800 gm. On the other hand if in the same cup there exists 
a complete vacuum one can exert on it a perpendicular 


are somewhat less, notably because ‘of the interposition of 
the feetal hair. 

‘When the traction exarciat oh the cup ceases to be perpen- 
dicular and becomes oblique, its direction passing no. longer 


through the centre of the curve, there occurs a couple by 


virtue of which the edge of the cup lying nearer the traction 
a while the opposite 
bears an augmented force. This unequal diversion 


edge 
- of the forces along the edge of the cup causes separation of 


the instrument at the point of greatest traction, using 

traction force much less than -that- required with a perpen- 

_ dicular effort and smaller mi Sonaidering a greater obliquity. 

M., and R. {1956), Instead of 
Forceps”, Am. J. Obst. € Gynec., 


GHAM, W. D. (1954), 


CUNNING: “Prelim a me 
fication of the Obstetric Force 


Report on 


FINDERLB, V. (1955), “Extractor Instead of Forceps”, Am. J. 
Obst. & Gymec., 1: 1148 a 


| 600 
Otx = R sine OtTX 
= 5 sine 36 3 
: = 29; 
: traction up to 29 kg. 600 gm. without pulling it off. Note 
that we are dealing with theoretical values implying a perfect 
in 
At 
: a : 
; As it is always smaller than —, the force that would have 
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STRESS DISORDERS IN PRACTICE.! 


By K. Aaron, 
Brisbane. 

In relation to stress disorders, I can think of two ap tly 
different types of illnesses, and illnesses they are, whi ch are 
reputed to be caused or largely determined by emotional stresses. 
setio) ‘actor 8 toms depend largely on ph 
logical disturbances. The other group consists of Sioanen ‘to 
which anatomical are readily demonstrable and which 
can progress to a degree ipocinpesibhe with life. The first group 
is the neuroses; the second group embraces such diverse con- 
ditions as hypertension and ulcerative colitis, coronary artery 
disease and peptic ulcer, bronchial asthma and rheumatoid 
arthritis. Though, as a physician, I come in contact with both 
varieties with probably equal frequency and I consider them 

shall not discuss the neuroses here. 


I presume the conveners of this discussion chose this subject 
because it is a controversial one. If so, what is disputed ? 
Is it etiology, clinical picture, treatment or prognosis ? Frankly, 
all these features are uncertain, and there are quite serious and 
respected opinions that stress diseases do not exist. 


Let us imagine that this is the year 1900 and we have just 
examined a patient with p chancre, and now we have a 
case of aortic regurgitation, followed by a case of cold hxzmo- 

binuria and perhaps a patient who has taken a fit. It would 

very difficult to convince you and me that all these apparently 
unrelated conditions are part of the same disease. Today, 
thanks to the work of Schaudinn and Wassermann, we know 
that these syndromes are part of one single illness. If we draw 
@ parallel to this we must admit that we cannot dismiss the 
belong ibility that many apparently unrelated features could 
long to one single illness. It depends partly on the facility 
with Shich the causative factor can be through the 
body. In the case of syphilis it is through the bloodstream, in 
the case of stress disorders it is through the equally ubiquitous 
parte of or the ton In both cases it is ill understood why certain 
the body are affected in one person and other parts in 

xi next person. 

We have seen that there is no difficulty in demonstrating 
that one single wtiological factor can cause a great variety of 
clinical syndromes, Alternately, we can show that one single 
clinical picture can be the result of a number of different illnesses, 


for example uremia, in which the underlying disease might be . 


glomerulonephritis, hypertension, pyelonephritis or a congenital 
eystic kidney. Another example is aortic regurgitation, which 
may be caused by rheumatic fever, hypertension or syphilis. 

You may wonder what all this has to do with stress disorders. 
I merely want to show that we must keep an open mind when 
illnesses which are still ill understood are being discussed. A 
single type of stress may have variable results, and a circum- 
scribed clinical syndrome may have different stresses as a cause 
or may have an entirely different etiology. 

In Cecil and Loeb’s ‘‘ Textbook of Medicine”, under the 
heading of psychosomatic medicine we find that at ‘the meeting 
of the Association for Research in Nervous and Mental Disease 
in December, 1949, the —— for discussion was “‘ Life Stress and 
Bodily Disease ”. The diseases discussed were the following : 
(i) infantile cachexia, h , gout and 

hyperthyroidism (disorders of growth and metabolism) ; 
(ii) glaucoma and keratitis (asus « of the eye); (iii) asthma, 
hay on, — (diseases of the airways) ; ; (iv) ns ; 
(v) ulcerative colitis, constipation and diarr! 
(diseases of the gastro-intestinal tract); (vi) arthritis aa 
backache (diseases of muscles, joints and the like) ; (vii) hyper- 
tension, neurocirculatory asthenia (cardi disease) ; 


myself to a few in which I have @ reasonable amount of personal 
experience. 
Emotional Stress and Hypertension. 
There is a persistent attitude among lay people, and also 
among doctors, that hypertension is closely related to emotional 


symposium delivered at a of 
August 2, 


1Part of a 
Medical Queensland Branch, 


stresses. Why this came about I do not know. Is it the name 
which might imply stress, or is it that we have only begun to 
take blood pressure measurements routinely since the times of 
trouble, beginning with the First World War? Or is there any 
real evidence that strain and stresses are causative or aggravating 
factors in this abnormality ? The question is, can emotional 
tension raise the blood pressure? It definitely can. I believe 
I am right in saying that a severe emotional stress can raise the 
blood pressure as much as 50 millimetres of mercury. But this 
is only a temporary rise, and it subsides as soon as the emotional 
upset declines. This may be, of course, of some considerable 
importance in those patients on the brink of a vascular 
catastrophe. We must admit that a rise of 50 millimetres of 
mercury may be entirely adequate to rupture a grossly 
atheromatous blood vessel which might have withstood a lesser 
pressure for a while longer. There is still the possibility that 
repeated or continuous stresses may eventually influence the 
blood pressure permanently. I doubt whether this occurs; 
there is really no evidence for it. How often have we seen 
patients suffering from hypertension in whom preceding stresses 
have not led to any alteration in their blood pressure, often 
much to the patients’ surprise ? On other occasions, a consider- 
oe cont in blood pressure is present and no apparent cause can 


Personality studies in a large number of hypertensives have 
shown that they are just average people; there is nothing in 
their make up which distinguishes them emotionally from other 
persons. Yet there is this persistent advice given by doctors 
to their patients who are suffering from hypertension that they 
must avoid physical and emotional stresses. Apart from the 
possibility of rupturing a grossly diseased blood vessel, which 
would shortly rupture in any case, I cannot see how “ taking 
it easy’ makes any difference to the progress of uncomplicated 
hypertension. I have been repeatedly challenged in court after 

giving my opinion on the lack of evidence that strain and 
stresses cause or aggravate hypertension, with the question, 
“‘ why do you doctors tell your patients to avoid physical and 
emotional strains ?’’ The mechanism of a rise in blood pressure 
after emotional stress is supposed to be due to release of 
adrenaline, which, via the medium of the sympathetic nervous 
system, results in arteriolar constriction. Removal of the 
sympathetic chain does partially lower the blood pressure in 
some cases, but not in many, and in the long run in almost none, 
I see with ‘pleasure that in the latest textbook on heart disease 
in the chapter on treatment of hypertension, sedation with 
phenobarbital or similar drugs is not given any mention. We 
must all admit that it did not make any difference when we used 
it in the past. In my opinion, there is no evidence that 
emotional stresses and the strain of modern life have any influence 
on hypertension. I doubt whether life during the French 
Revolution and the subsequent Napoleonic times or during 
the thirty-years war was any less exciting than it is today. 


Stresses and Coronary Artery Disease. 


Strain and stresses as an integral part in the etiology are often 
considered to be of greatest importance in a disease which we 
claim to be the doctor’s own, namely, coronary artery disease. 
You might have noticed that this illness was not anianed in 
the list read earlier, but I must discuss it because it is claimed by 
lay and professional men alike to be a stress disorder. Here, 
we claim that the daily and continuous stress of life wears out 
our coronary arteries, and we die an early death as martyrs to 
the cause. This sounds very good, and everybody is duly 
impressed, particularly the industrial magistrate in compensa- 
tion claims. During the last eight weeks I have reviewed 26 
compensation claims for coronary artery disease, and these are 
only the cases in which there is a great deal of doubt in favour 
of the Insurance Commissioner. What is the relation of stress to 
coronary artery disease, and how does it come about that there 
is such a widespread belief that emotional strain is the most 
important factor in this common es of civilization ? 


Emotional upsets cause anginal pain ms suffering 
from coronary artery disease. I doubt abt ‘whether they do any 
more than that to the coronary arteries. I cannot shod 
theory that a severe, sudden stress may raise the b 
sufficiently to rupture a capillary in an atheromatous 0 atone 
though it has not been shown that a rise in blood pressure. is 
transmitted that far. Alternately, release of adrenaline may 
ipitate a fatal arrhythmia or lead to a rise in cardiac output 
for which the coronary arteries are uate, and thus it may 
initiate a myocardial infarct without occlusion. There are 
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such as John Hunter’s death, when one cannot 


? Statistics also tell us that, 
those who are employed in ysically 
active jobs fare better in relation to coronary Part mm prac 4 
than those who are less physically active. - Recently, evidence 
may bo proportionate to the living standard, Among profs 
ma: jonate to standard. 
smallest income. ("The smell of an oil rag” hes its advantages. 
Plotz, in his recent textbook on coro ‘heart 


all possible emotional and factors, and he finds that 
there is no real evidence that ae important i 


apa of atherosclerosis. agree with 
medical progress 
living standard, 2, this illness. 

Physical and emotional stresses of 
may, at times, be precipitating factors in 
myocardial infarctions and in cai 


sclerosis. Many will with this. I recently read an 

annotation on tt on this subject Red the Would Health 

Organization, pu in the Lancet, which stated that, among 

life” as important. These, in my opinion, are 

vague " qenetalitiee; which only tend to ‘accentuate confusion 
_ on the subject. . 


The Relation of Stress to Peptic Ulcer. 


that peptic ulcer is @ disease which is intimately related 
‘The for thie eqneeption is $o be found 
tive and epg evidence. logical disturbances 
as possible causative factors in illnesses in 


consi 
side 


which a definite stiology is unknown. On the positive 
we have the experience of cerebral lesions 


of exhaustion. 

olff demonstrates the extraordinary cocurring 

in the ic mucosa as the result of emotional disturbances. 
of first 


These factors have led many in 
given stress, the so-called ulcer personality. 


persons 
prone to the development of alosrs. vation 


with neurosis were not prone to ulcers, psychiatrists found the 
The difficulty is that there is no entirely reliable 


at this contro wonders all this 
cannot seo any reason why all popti 
v that they occur with cerebral lesions, 


We know 
with burns, and we can 


quite sure that the stress is not the only important factor, 
t the response to the given stress and whatever conditions 
this response are of major importance in the development of this- 


periph ‘haetaps bably agree that many of our duodenal 


This is the difficulty which confronts us in the treatment of 


1J.A.M.A., 1948, 136: 736. 


help being Imp) ue SOC evel iS, Wiel 
emotional stress is accompanied by or immediately followed : 
by severe symptoms or sudden death. But surely, this must 
be rare. the last three years, in upwards 
on rare occaions couse infarction sudden death. "Tt the that and 
opinion of many responsible cardiologists that stress, either have @ different stiology in the maj of cases, but this does 
causative factor in myocardial infarction. : stress, which usually causes duodenal ulcers, may not, under 
to, is an important in tt of coronary 
persons in i ve 
higher mortality coronary artery then in 
the labouring classes, If that is due to emotional tension, why 
do the labouring classes suffer from the disease with some‘con- vo On, You they are Joa 
symptoms of an anxiety state; they usuall: estic- 
and no serious financial worries. On the whole they are very 
| solid and desirable citizens, not always quite able to their 
desires in an occupational respect. But w they tae 
a think, as I said earlier, it is not the stress but the response to the 
challenge—and a challenge it is—which determines the result. 
The stress is the immediate cause of a reaction, the disease is 
the result of failure to meet the challenge adequately, the stage 
: of exhaustion in an alarm reaction. I cannot tell you why these 
are probably a combination of genetic and environmental 
, the latter probably exert their influence largely during 
: velopmental years of life, conditioning the person to & 
ype of response. I am sure there are other factors, for 
tobacco, and physical stresses such as 
: ons and fatigue, which might be contributory and at times 
ase of haps important in the time of appearance of the illness, 
stresses may also cause pain, but there 1s no evi Bos that they but they are no more important than the minor cold, which lowers 
iolent as we an ulcer cannot 
of hydrochloric acid. e to protect 
not v ing results, i ing. some means 
strongthon the person’s defences prophylactically or 
ee Some years ago I temporarily treated two patients suffering 
from peptic ulcers, and I have never forgotten their tragic fate. 
: The first was a spinster in her late thirties who had been ailing 
all her life. As a child she was what is usually called delicate, 
eek, she was never strong enough to join in the activities of other 
: children and she was always protected from all external stresses. 
aie e id not meet other peop! consequen: 
found in association with cerebral h#morrhages and with  ‘imcluding ee in private institutions and opera- 
ing lesi Selye has shown that acute tions, but really made any difference, and she eventually 
dies soute gastric in hee early forties. The second: pationt.was apparently 
tions, hsmorrhage, perforation and eventually partial 
; gastrectomy. I had long talks with her and there was nothing 
symptoms, recurrences and occurrences of complications such  Wé too much for her, which have given me & why 
on hecchcnstigend “eat : have been she had developed a ulcer and why no treatment was of 
nal Shs died before she was 30 years of age. could not 
help thinking that theeo two pationta were totally inadequate, 
" eonstituti ly, to deal with even the ordinary stress of everyday 
group, showing grades from the with poor response to 
whom extraordinary stresses overcome the best of defences ? 
_ sonality, depending on the previous training of the observer. but the exact which it plays in the 
Lack of controls and inadequate numbers are features of other © ___—_—_ 
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wetiology of 
majority of cases of 


doubt, of ite constant association in the 
duodenal ulcer.” 


‘Ulcerative Colitis. 


This illness in. which the. persistent inability to 
demonstrate a physical cause has led to its being regarded as a 
psychosomatic illness. There is good evidence of the influence 
of emotional upsets on bowel function. Fear and anxiety can 
readily cause diarrhea; the argument is that if the emotional 


ulcerative colitis may, of course, not necessarily be the 
only cause for this illness; psychiatrists claim that persons 
suffering from this disease are very dependant personalities, 
particularly in relation to their mother. This comes in conflict 
with their adult environment, which demands from them 
emotional maturity and self-reliance. There have been some 
very good results in the psychological treatment of this most 
difficult. disease, and unless another cause can be shown, this 
concept is probably the best yet considered. It has always been 
significant to me that the American gastro-enterologist, Alvarez, 
has written extensively on nervous disorders, Apart from 
ulcerative colitis, nervous dyspepsia, mucous colitis, the spastic 
colon, diarrhea and, at times, constipation are probably all due 
to functional imbalance of the autonomous nervous system and 
are most likely due to emotional stresses. 


Ishall briefly mention some of the other conditions enumerated 
earlier. I am sure that some eases of thyrotoxicosis begin as 
anxiety states. Bronchial asthma, though basically a con- 
stitutional abnormality, is greatly influenced by emotional 
upsets, particularly as a trigger to set off an attack. Rheumatoid 
arthritis, though probably not caused by emotional stresses, is 
greatly influenced by them, and many an exacerbation is 
initiated through upsets. I am not competent to talk on skin 


diseases, and gladly leave the treatment of neurodermatitis 
_ to the dermatologist. . 


Stress disorders are common in the practice of a physician, 
particularly if we include the neuroses, which can be treated by 
us in the majority of instances. Treatment can be difficult, 
and on the whole it is supportive rather than curative. Very. 
gratifying results can be obtained by explaining to the patients 
the mechanism of their illness, 
their way of living, if pi ee by listening to their difficulties 
and by encouraging them to live in peace with their disabilities. 
Most important is to realize the influence of emotional stresses 
in their complaints. We have’to take cognisance that an 
operation may remove an effector organ, sometimes necessary, 
unfortunately, as, for example, in the stomach, but it does not 


' alter their personalities. Only this week I examined two of my 


patients who, on my advice, had a partial gastrectomy performed 
this year. Their digestion is wonderful now and both have 
‘put on weight, one has gained three stone in four months. One 
of them now drinks three- of a bottle of rum per day 
and is tense, restless and difficult. The other has intractable 
headaches caused by some domestic upsets, which to most 
people would be so minor that they would not consider them 
much of a stress. Iam sure that the cause of their poor resistance 
is partly environmental and partly genetic. At times we have 
some influence on their environment, as for example by influenc- 
ing the parents of our prospective patients while they are still 
young. We can do nothing for their genetic inheritance. One 
of my patients with an anxiety neurosis had an alcoholic father 
and an epileptic mother, and consequently had a very disturbed 
home life. How much was the patient influenced by the genetic 
factor and how much by the environment ? 


This is the price the deltas and the 
. We, as doctors, have a responsibility to help 
The alternative is A Brave New 


tt 


STRESS DISORDERS IN PRACTICE.* 


By W. J. Hamitron, 
Brisbane. 


I ACcEPTED your invitation to speak tonight, not because 
of any long experience or technical knowledge that I might add 
to @ symposium on stress disorders, but to take the opportunity 
of presenting @ point of view, that of a general practitioner. 
That there is a point of view peculiar to those in general practice 
I firmly believe. In the words of Carlyle, ‘‘ our main business 
is not to see what lies dimly at a distance, but to do what lies 
clearly at hand”. The work of a general practitioner differs 
from that of his. specialist coll in @ variety of ways: 
(i) he has & longitudinal view of his patient’s illness in time 
against a background of already observed reactions. to environ- 
mental stresses both medical and non-medical ; (ii) he has ready 
access to social information about his patient ; ; (iii) he has a 
comprehensive idea of the common presentations of par mage 
in the community; he sees a large volume of people early 
their illnesses. Thus a general practitioner should be able to 
contribute something to the symposium in each of these spheres. 


Stress disorders might be detined cynically as states of unwell- 
ness we cannot fully understand. Wovertheless, an inefficient 
reaction to stress is a working concept of certain illnesses, which 
allows one to appreciate some of the confusing presentations 
which crop up every day, and to help people more rationally 
with their difficulties. 

I have left the discussion of those stress disorders in which 
bg factors predominate, e.g. peptic ulcer, to the physician. 

concern is primarily with the loa proportion of patients in 
om organic changes are minimal and in whom complaints are 
commonly labelled as functional; they constitute a large part 
of my general practice. At this stage I would like to offer a 
plea on behalf Of these peo they are sick, and it is quite 
useless to exclude organic gt mad i A and send them away with a 
diagnosis of ‘‘ nerves ” or “ inadequate personality”; they do 
not get better. 

There are many inadequate personalities in the world ; 20% 
of the conscripted | fosene serving with the United States Army in 
Europe at the present time have intelligence quotients below 75. 
We are inclined to overlook the stressful nature of everyda. 
problems to this large group of the community. The house 
who cannot budget use she cannot add up and is ashamed 
to discuss the problem with her new husband may not be ao 
common background to an anxiety state, but I have examined 
two such cases in the past six months. The sooner that we 
doctors accept the thesis that pomeee are sick when they say 
they are, not when we say they are, the sooner will a rational 
approach to the management of the minor stress be 


possible. 


The “Longitudinal View”. 


A person who has been known to react excessively to stressful 
situations on previous occasions will probably do so again, and 
subsequent symptoms must be viewed in the light of this 
knowledge, if investigations and inadequate 
management are to be avoided. 

Mrs. A., aged 35 years, consulted one of my partners, com- 

plaining of pain in the left temperomandibular joint. Because 
of the persistence of the pain and in spite of negative clinical and 


The young man in his early twenties, who presents with aide 

without obvious cause, and who is known to have a 
school, work and sickness record, whose home i is stable and 
whose family is affectionate, is in need of chiatric 
assistance immediately, and not weeks later, after the failure of 
sedation and much quasi-Freudian probing. The longitudinal 
view is the key to management of such a case, and the necessary 
information is freely available to those who go into the patients’ 
homes with their eyes open, It might be argued that information 


1Part of a symposium delivered at a meeting of 4 eee 
Medical Association, Queensland Branch, August 2, 


| 
tunately, before the surgical assault it was realized that every f 
18 months for the preceding six years she had complained of 
some somatic symptom magnified by an episode of reeurrent 
endogenous depression. The key to the management of this 
In our society, the deltas and the epsilong have the same rights . j 
and the same privileges as the alphas and the betas. The genetic ; 
and the environmental conditions of the former are often not 
adequate to stand up to the stresses of life in competition with . 
the 
epsilons 
and the 
them in 
World. 
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about previous stress reaction is available to any doctor who 
asks for it, but people are notorious liars and the time taken to 
cross check all information with impartial observers would be 
available only to the young and not very ishing consultant, 


_ Social Information. — 

Individuals become sick ; these individuals live in homes and 
have the same ae and fears, disappointments, frustrations 
and difficulties with interpersonal relationships that beset us all. 

I do not know why A is y, B is stoically indifferent, 
C develops an anxiety state and D has asthma, but I do know 
that any endeavour to these stress disorders is doomed 
to failure if it does not take cognisance of the social circum- 
stances in which the patient lives. Asthmatics are very rarel. 
cured by going to live in the far west of Queensland, sthough 
their doctors are frequently relieved ; but’ asthmatics may 
considerably helped by moving into their own home after living 
for years with in-laws. Before advising any such change of 
social circumstances with its attendant financial stresses it is 
of prime importance to know if Mrs. J.’s mother-in-law is really 
the old harridan that Mrs. J. says she is. This information is 
available through her practitioner, and I believe that 
this information should be asked for by any specialist who is 
sere. pd these stress disorders without the advantage of having 
visited the patient’s home. It would be freely available to him 
and would give the general practitioner, who has to relieve the 
patient’s acute distress, a sense of participation in the therapeutic 

Mrs. A. goes through her with @ minimum of fuss, 
while her next-door Selgubous ire, B., presents the picture 


of recurrent acute anxiety for five or six months. It is easy to . 


say that the latter state is due to some form of personality defect, 
but if one already knows that Mr. B. is an improvident alcoholic 
and that his wife is struggling to housekeep in a half-finished 
home, it is easy to understand her anxiety, more easy to tolerate 
her multiple complaints and much more easy to help her rationally 
through a stressful situation. A knowledge of the social 
circumstances is the key to management of such cases. 


Common Presentations, 

A young married woman tearfully complained of a “ h 
boil on the buttocks ”’, which proved to be a small, éapecions! 
staphylococcal lesion about half a centimetre in diameter. 
People who are otherwise well do not do that sort of thing. 
Her initial complaint merely indicated a state of unwellness 
which she oe not or could not describe until tactfully 
encouraged to do so. When a patient’s complaining great; 
exceeds that appropri tn which 
he or-she lives, it is obligatory to enquire the reason. 


advantage of establishing the wide range of variation in human 
i consi normal. It emphasizes 
trying to improve ev: *s i 
to withstand strom until it reaches s mean. 
of Pavlov’s dogs were strong and some were weak, but out of the 
experimental situations they were all reasonably contented. 


Such lessons in human variability make it more easy to 
support the patient with recurrent iety reactions from time 
to time, without ing annoyed 
that is, he cannot be made to react in 4 


approximate to the average. ~ det 
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because he cannot be cured,. 


- Conclusion. 
These, then, are the ways I believe a general practitioner can 
contribute to the problem of the practical management of stress 
disorders. (i) By ensuring that a longitudinal view of the patient 
is readily available by keeping adequate records; (ii) by 
acquainting himself with the basic teachings of social science so 
that he may more effectively collect and assess the environmental 
factors in his patient’s illness until assistance from trained social 
workers is available ; (iii) by looking beyond the initial complaint 
and so recognizing early a more general failure of adaptation ; 
(iv) while dealing with a volume of cases, not only “‘ to do 
what lies clearly at hand”, but to observe and record, so that 
in dve time we may all “ see what lies dimly at a distance ”’. 


Reports of Cases. 


A CASE OF CHRONIC TRACHEAL OBSTRUCTION 
CAUSED BY A FOREIGN BODY. 


By Perer H. SHERWOOD, 
Flinders Island, Tasmania. 


On August 30, 1956, a girl, aged five years, was admitted 
to the ear, nose and throat department of the Royal Devon 
and Exeter Hospital, suffering from urgent dyspnea and 
stridor. The history revealed that the child had developed 
normally until after a respiratory illness in December, 
1954, since when she had suffered from increasingly 
frequent and severe episodes of difficult breathing and 
wheezing. The present attack had started two days earlier 
and was more severe than any previous episode. The 
parents further said that the child “had never been right” 
since the illness at the age of three years, had failed to 
gain weight and develop normally, and had often suffered 
“choking attacks” when swallowing fluids. 


Examination of the patient on her admission to hospital 
showed her to be a small, thin, frightened little girl who 
was obviously ill; her temperature was 97° F., her pulse 
rate was 116 per minute and her respirations numbered 
28 per minute. Marked stridor, mainly inspiratory, sucking 
in of the chest wall and the use of the accessory muscles 
were noted. In addition, some prolongation of expiration 
was.present. There was evidence of severe bronchospasm, 
without localizing signs in the chest. A diagnosis of acute 
laryngo-tracheo-bronchitis was made, and the operating 
theatre staff were warned that a tracheotomy might be 
necessary. . / 

The patient was nursed in a cubicle with a steam kettle, 
and oxygen was given through a face mask. Fifty milli- 
grammes of “Aureomycin” were given intravenously, and 
the dose was repeated in half an hour; thereafter:it was 
given orally. Within 10 hours of her admission to hospital 
there was marked improvement, and the idea of emergency 
tracheotomy was abandoned. 


The following day the case was reviewed. Both the 
parents and the family doctor had noticed a change in the 
child’s voice in the three months prior to admission; there 
had: been difficulty in swallowing fluids and choking at 
meal times; the respiratory episodes dated from a definite 
illness in 1954, and there had been failure to thrive since; 
there were marked stridor and bronchospasm without 
localizing signs in the chest, and the difficulty in breathing 
was mainly inspiratory. Moreover, indirect laryngoscopic © 
examination revealed no abnormality. The patient had 
never: had a chest X-ray examination. 


_ An intrabronchial foreign body was suggested as a cause 


-for the attacks. On September 4 an X-ray film of the chest 


was reported on as showing no abnormality in the chest 
but the trachea was narrowed just above the clavicles, and 
contained a semi-opaque, flattened ring-shaped object about 
half an inch in diameter. : 
The general condition of the patient continued to improve 
and on September 11 (13 days after her admission to hos-. 
pital) the foreign body was removed by Mr. Raymond Hinde _ 


with chloroform anesthesia administered by Dr. W. J. 


Out of a series of 500 consecutive cases of mine, in 30% of 
: cases there was no real relationship between the initial complaint ; 
and the presenting complaint, as described in textbooks. Of 
these, a high proportion were stress disorders in the form of 
anxiety states. Aided by a knowledge of common presenta- 
; tions, we will be more likely to recognize these stress reactions 
for what they are before the picture is obscured and the patient’s 
attention fixed on a symptom by over-zealous investigations. 
Volume of Cases. 
The ; volume of cases examined in a - time has the 
The large volume of cases also emphasizes the magnitude of 
disseminated erythematosus, ve even examined 
new patients who visited the doctor solely because of their 
inability to deal with the stress of their environment. ; 
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Walter. The operative procedure was as follows. The mid- 
line of the neck was infiltrated with cocaine and adrenaline. 
By bronchoscopy the foreign body was dislodged, grasped 
and drawn upwards. At this stage the rubber end guard 
of the sucker dropped off and was left in the trachea. 
(There were now two foreign bodies in the subglottic 


space.) As the ring-shaped object was seen to have sharp 


edges, it was thought unwise to attempt to mancuvre it 
upwards for fear of damaging the vocal cords. So, as the 
airway was now becoming inadequate, a tracheotomy was 
performed, blood and mucus were aspirated from the 
trachea and the end of the sucker was recovered. The anzs- 
thetic was continued through the tracheotomy. By the use 
of a bronchoscope an unsuccessful attempt was made to 
move the object down to the tracheostomy; another broncho- 
scope was therefore passed upwards from the tracheal 
opening towards the subglottic space. The foreign body was 
thus grasped and drawn downwards and removed from the 
trachea after the tracheostomy had been enlarged to permit 
delivery. A number 26 tube was left in position. After 
removal of the foreign body the vocal cords appeared 
undamaged and an X-ray examination of the chest in the 
operating theatre with a portable machine showed no 
evidence of pneumothorax or other gross change. The 
patient returned to the ward in good general condition 
rot oe a good airway. The operation was completed in 
hours. 


In addition to the usual post-operative care, erythromycin 
was given orally. On the sixth post-operative day the 
tracheal mucus was contaminated with recently swallowed 
food; substances such as chocolate or ice cream immediately 
appeared at the tracheostomy. Choking and dysphagia 
returned. X-ray studies that day failed to show a con- 
nexion between the esophagus and trachea, but the presence 
of a fistula was accepted on clinical grounds. The patient 
was therefore fed through a Ryle’s tube, and great efforts 
were made to keep the trachea sucked out. 


On the ninth post-operative day there were signs of 
pulmonary collapse, and this was confirmed by X-ray exami- 
nation, the radiologist commenting that the appearances 
were “consistent with aspiration pneumonia”. 


A fortnight after operation the chest was much clearer 
both clinically and radiographically, and the administration 
of antibiotics was discontinued. There was still some 


dysphagia, In the third week after operation the patient 


was given an intensive course of physiotherapy with 
postural drainage. 


One month after operation direct laryngoscopy and 
bronchoscopy showed slight thickening of the cords and, 
subglottically, a fullness of the posterior wall, which was 
smooth and firm. There was a good airway and the trachea 
was normal. Two days later the patient was discharged 
from hospital with a normal airway and the tracheostomy 
healing well. At this time there was a slight radiographic 
suggestion of a fistula between the trachea and the 
esophagus, traces of .a barium bolus appearing in the 
trachea; but a month later even this evidence had dis- 


‘appeared. 


By the third month the child looked very well and had 
gained a stone in weight. The voice was normal. There was 
still some slight dsyphagia, which was attributed to cso- 
phageal scarring (X-ray examination with a barium bolus 
at this time showed evidence of a small ledge of esophageal 
tissue at the level at which the foreign body had lodged). 
There was no evidence of tracheal stenosis. 


Examination of the foreign body showed it to be a thin, 
circular metal disk with a moulded pattern and cupped 
edges and with a central perforation. Its origin was as 
follows. The patient’s family had emigrated to South 
Africa, where the child’s father had fallen ill. One day, 
on getting out of bed, he had caught his dressing gown on 
an old Dutch wardrobe and, pulling the gown free, had 
torn off a piece of the fancy metalwork. He picked it up 
and placed it on the dressing table. He did not see the 
object again until he was shown it outside the operating 
theatre almost two years later. He identified the object 
ee without hesitation as being from the old 
wardrobe. 


Comment. 


The progress and chronic nature of the condition would 
seem to have been dependent upon the hole in the foreign 
body, through which it was originally screwed to the 
wardrobe, and through which, subsequently, the child 
breathed. This hole provided a barely adequate airway, 
which became increasingly insufficient as the child’s 
respiratory demands increased with age. Growth was 
retarded. Episodes of bronchospasm and pulmonary infec- 
tion occurred, each successive attack becoming more difficult 
to control until the stage was reached where tracheotomy 
was considered (the precise pathology not at that time 
being appreciated). In the event a tracheotomy would 
have been above the obstruction, and for this reason, when 
the time came, it was decided to dislodge the foreign body 
upwards bronchoscopically before tracheotomy was per- 
formed, in order that the object could be finally manipulated 
and removed after a satisfactory airway had been assured. | 
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A CASE OF MALIGNANT GRANULOMA OF THE NOSE. 


By C. C. S. Tou, 
Royal Newcastle Hospital, Newcastle, New South Wales. 


TuE condition commonly known as malignant granuloma 
of the nose or lethal granulomatous ulceration of the mid- 
facial tissue has, in the past, aroused interest because of 
its obscure etiology, its unusual behaviour and _ its 
association with periarteritis nodosa or a _ necrotizing 
arteritic type of lesion. The condition is rather uncommon. 
The onset of the disease is insidious; it usually starts off 
with unilateral nasal catarrh, sinusitis and frequently nasal 
polyposis. This gradually progresses to ulceration of nasal 
mucous membrane and crust formation and progressive 
destruction of nasal bones and bones of the sinuses. It 
usually terminates fatally within a few months to a few 
years. Death is generally reported as being due to peri- 
arteritis nodosa, cachexia, hemorrhage or secondary 
infection. When associated with periarteritis nodosa the 
condition is known as Wegener’s syndrome. The case 
reported below has many features in common with those 
reported in past medical literature. 


Clinical Record. 


The patient was a miner, married, aged 26 years. He had 
been first admitted to Royal Newcastle Hospital in 
January, 1955, with complaints of recurrent epistaxis and 
deafness: for the previous six months, sinusitis, nasal 
polyposis and otorrhea, which had been treated by an ear, 
nose and throat specialist for a few years. Investigation of 
the past history showed that he had suffered stiff and 
painful joint swellings in 1954, which had been treated 
by his local doctor. It was also noticed then that he had a 
trace of albumin in his urine. Inquiry into his family 
history revealed that one brother had had Bright’s disease 
and one sister had had rheumatic fever. Both are still 
alive. 


On examination of the patient, there were polypi in both 
nasal cavities. His blood pressure was 140/95 millimetres 
of mercury, and the Wassermann test produced a negative 
result. The histopathological report on the polypus was 
as follows: 


In histological section the polypoid material is seen 
to be covered by epithelium of respiratory type. In 
places an cedematous or hyperemic stroma can be seen 
but for the most part the cores are obscured by massive 
infiltrates of either lymphocytes or polymorphs. A few 
eosinophils were seen. No fungal elements were demon- 
strated in the slides stained by the Gram stain technique. 


Attempted culture of fungi gave negative results. From 
the nasal swabbing were grown anaerobic and aerobic 
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Staphylococcus aureus, , coagulase-positive, and a hemolytic 
streptococcus, both of ‘which were inhibited by 0-5 unit of 
penicillin per millilitre in vitro. The main interest at this 
time was the question of an xtiological agent—for example, 
blastomycosis or rhinoscleroma. However, the findings did 
not suggest these possibilities. The diagnosis of malignant 
granuloma of the nose was kept in mind. 


He .was readmitted to hospital in April, 1955, with inter-- 


mittent painful swelling of joints, hands, ankles and 
knees, together with ulceration and polypi in the nasal 
cavities, from both of which there was a purulent discharge. 
On examination of the patient, there was edema of the left 
hand, and the joints of the limbs were slightly stiff. His 
blood pressure was 180/85 millimetres of mercury. 
Examination of the urine revealed “heavy” albuminuria, 
hyaline casts, 100 red blood cells per high-power field and 
20 pus cells per high power field. The blood urea content 
was 75 milligrammes per 100 millilitres, and the hemo- 
globin value was 9-0 grammes per centum. From the nasal 
swabbing Staph. aureus and 8. hemolyticus were grown 
again. The patient was treated with “Aureomycin” 
salicylates, bed rest and a diet of low-protein content, and 
his edema subsided, but albuminuria persisted. 


He was admitted to hospital again two months later, in 
June, 1955, again with generalized cedema, profuse purulent 
nasal discharge, sore throat and pallor. On examination, 
he was found to have generalized edema, and his blood 
pressure was 190/110 millimetres of mercury. Examination 
of the urine revealed a modérate cloud of albumin, 50 pus 
cells per high-power field and 50 red blood cells per high- 
power field. An X-ray examination of the chest revealed 
no abnormality. The blood cholesterol content was 303 
milligrammes per 100 millilitres, the hemoglobin value 
was 9-0 grammes per centum and the white cell count was 
6350, 11% being eosinophils. Stap. aureus was once again 
grown from the nasal swabbing. The diagnosis of nephrotic 

syndrome was made at this stage. Bilateral Patterson’s 
ethmoidectomy and intranasal antrostomy were performed 
in two stages. At operation there was profuse pus in the 
ethmoid and maxillary sinuses. The post-operative phases 
were uncomplicated. The patient was given three bottles 
of blood by transfusion. Histological examination of the 
.orbicularis palpebrarum muscle offered no evidence of 
periarteritis nodosa. The bony fragments examined after 
decalcification showed fragments of fibrous tissue, in which 
were collections of polymorphs, plasma cells, eosinophils 
and some fragments of cancellous bone. There did not 
appear to be any active inflammatory process within the 
bone itself. The blood urea content at this time was 56 
milligrammes per 100 millilitres, and the total plasma 
protein content was 6-0 grammes per centum. of which 
the albumin fraction was 3-0 grammes per centum and the 
globulin fraction was 3-0 mes per centum; the 
albumin-globulin ratio was 1-0, Blood urea clearance was 
normal, After treatment in hospital the nephrotic state 
settled down. The patient had an infected wound, which 
‘gradually cleared up with local treatment. He ‘was 
discharged fairly well, in August, 1955. P 


In October, 1955, the patient received deep X-ray therapy 
to his nose and sinuses*for four weeks, At the end of the 
treatment the radiotherapist reported that the lesion 
showed little response. 


In January, 1956, the patient was admitted to hospital 
with a discharging sinus below the left eye and painful red 
swelling on the left cheek. He also had a left antro-oral 
fistula. Staph. aureus and 8S. hemolyticus were again grown 
from the nasal discharge. Penicillin was given and the 
‘inflammatory state settled down. 


In April, 1956, the patient was noted to have a perforated . 
nasal septum, with considerable ulceration and crusting of 
the nasal cavities. An audiogram revealed os 
perceptive deafness. 

In June, 1956, the patient had a sudden left retinal 
hemorrhage after which the left eye was almost completely 
blind. His condition remained unchanged until May, 1957, 
when he developed a right retinal hemorrhage. It was also 
noted then that he had dyspnea on exertion, oe 


headaches and recurrent epistaxis. Numerous courses 


penicillin were given, which seemed to nalons up the nasal 
discharge temporarily. 

In July, 1957, the patient was admitted to. hospital, very 
breathless, almost blind* and deaf, having suffered from 
severe headache and intermittent vomiting for the previous 
few weeks. On examination, he was very pale. Ulceration 
and crusting of the nasal cavity were present. Polypi were 
noted in both ears. He had persistent tachycardia; his 
-blood pressure was 200/140 millimetres of mercury. The 
verious pressure was not raised. The apex beat was one 
inch outside the mid-clavicular line in the fifth left inter- 
costal space, and was rather thrusting in nature. Gallop 
rhythm was found on auscultation. No murmurs were 
detectable and there was no ankle edema. Fundoscopic 
examination revealed gross bilateral retinal hemorrhages. 
Investigations showed that the blood urea content was 146 
milligrammes per 100 millilitres, and. the hemoglobin 
value was 6-7 grammes per centwm. Examination of the 
urine revealed albuminuria, granular. casts and hyaline 
casts, occasional pus cells and red blood cells. The urine 


+ output was moderate. The diagnosis of terminal uremia 


with hypertensive left ventricular heart failure was made. 
Two days after his admission to hospital the dyspnea 
became much worse, and his general condition deteriorated 
rapidly thereafter. The administration of digitalis did 
not relieve the cardiac failure. The patient eventually died 
of bilateral basal pneumonia. 


Autopsy Report. 

At autopsy the cranial cavity was not opened. No 
abnormality was detected in the pleural cavity. Almost 
complete consolidation of the lower lobes of both lungs 
was present; the upper lobes were silghtly edematous. -—— 

The left ventricle of the heart was hypertrophied; other- 
wise the myocardium and) valves were normal: The peri- 
cardial cavity contained a small effusion. In the coronary 
arteries atheromatous streaking of the intima was present, 
but they were normally patent. The aorta showed yellowish 
streaking of the intima. 


The peritoneal cavity contained straw-coloured fluid. The 
stomach and intestines were normal. The liver, gall- 
bladder, spleen, pancreas, pelvis, ureters, bladder and 
prostrate appeared normal. The kidneys were smaller than 
usual. The capsule stripped with difficulty, leaving a 
granular surface with an occasional small cyst. The cut . 
surface was congested, and the cortex appeared thinner 
than usual. ; 

The histological findings were as follows. In the lung, 
exudate’ of fibrin and cells was present in the alveoli. In 
parts there were many polymorphs in the exudate. , There 
was increased thickness of the alveolar walls due to 
congestion. The bronchioles contained an exudate of fibrin 
with many polymorphs. The arteries appeared normal. In 
the liver, irregularity in size and staining of the nuclei. of 
the liver cells was found, and there was some granular 
change in the cytoplasm of the cells. There was an 
increased number of polymorphs in the liver. sinusoids. 
Examination of the kidneys showed small normal glomeruli. | 
The glomeruli were hyalinized, and the hyalinization was 
presumably caused by fusion of the capillary loops, because 
individual loops in occasional glomeruli could be seen. The 
afferent and efferent arterioles were normal. There were no 
synechie or crescents. Some tubules were dilated and 
others were atrophied. They also contained granular and 
polymorphonuclear casts, Tubular cells showed cytoplasmic 
_ spoilage. There were fibrocellular patches of interstitial 
“tissue and diffuse patches of lymphocytes in the interstitial 
tissue. Neither of these two changes was related to the 
other features. The arteries appeared normal. There was — 


Discussion. ‘ 
and pathogenesis of this condition. There is, however, 
little doubt that the condition is a definite clinical entity. 
suggested the possibility that the 


granulation might be an 
Kopervensitivity precipitated by a factor overlooked. Of 
one_periarteritis nodosa was. 


three cases he reported, in 
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present, and in the others there were local necrotizing 
arteritis and ee in the granulation tissue. Gilroy 
Glass (1955), however, did not find evidence of periarteritis 
nodosa in any of his four cases. Friedmann, in his survey 
(1955), distinguished two broad types, the ones with no 
periarteritis nodosa but an occasional arteritic lesion, and 
the others with widespread necrotizing arteritis and granu- 
lomatosis: He suggested*that they were probably identical 
in character, with borderline cases in between. Richmond, 
Weir and Philip (1956) presented a case with a histo- 
logical picture very much like one of the reticuloses. 
Infiltrations or metastases were found in the thyroid, ovary 
and lungs in addition to the locally invasive lesion. They 
favoured a neoplastic pathology. Stratton, Price and 
Skelton (1953) presented two cases, both of which were 
complicated by periarteritis nodosa terminating in renal 
and cardiac failure. The association of periarteritis nodosa 
is too frequent to be ignored. In the present case there 
was no evidence of true generalized arteritis in the tissues 
examined, though clinically and pathologically the patient 
had all the features of a generalized vascular disorder. The 
renal lesions were not those seen in the usual nephritides. 
The finding of a streptococcus in the upper part of the 
respiratory tract may be significant in the pathogenesis of 
the condition. Friedman and Howell isolated Staph. aureus 
and 8. hemolyticus in most of their cases, The renal 


* yascular complication may possibly be a hypersensitivity 


reactive state to the streptococcal infection, as in acute 
oe and acute rheumatic fever. The other possibility, 

as suggested by Howell, is that the granulomatous lesion 
is purely a local and early manifestation of a generalized 
disease. 

There is no universal agreement with regard to the treat- 
ment of choice. Surgery and irradiation in this case did 
not seem to halt the progress of the local lesion and the 
renal complication. Gilroy Glass (1955) found encouraging 
the use of minimal dosage of radiation twice a week for 
five weeks over a wide field. Edgerton and Desprez (1956) 
suggested adequate surgical débridement of all. necrotic 
tissue, followed by the administration of cortisone and 
other supportive measures. The number of recorded cases 
of malignapt granuloma treated by surgery or irradiation, 
or both, is too small for one to form any conclusion, and 
the follow-up periods are too short to be of much 
significance. 


; 

A case of so-called “malignant granuloma” of the nose 
complicated by hyaline degenerative changes in the 
glomeruli of the kidney is described. A brief review of the 
is presented. 
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TANIA SOLIUM, THE PORK TAPEWORM, IN 
AUSTRALIA: 


By DorotHea F. SANDABS, 
Department of Medicine, University of Queensland, and 
Queensland Institute of Medical Research, 
Brisbane. 


Clinical Record. 


In July, 1957, a man, aged 22 years, was admitted to the 
Brisbane Hospital with a Tenia solium infestation. The 
patient was an immigrant from Catenia, Sicily, where pork 
is eaten extensively, and frequently whole pigs are “cooked” 
by being rotated over an open fire. He had arrived in 
Brisbane during March, 1956, and since then had been 
employed for about six months doing general: work in a 
bread factory, including handling of the bread. He was now 
an employee of a local jam factory. The patient stated that 
he had had a tapeworm before he left Sicily, and had been 
passing proglottides during the entire time that he had been 
in Australia. He said that he was aware of the movements 
of the tapeworm “in his inside”, and was always hungry 
and very irritable. He had sought medical attention, and 
two previous attempts had been made to remove the 
tapeworm. 

An examination of the patient’s blood on July 8, gave 
the following information: the hemoglobin value was 115% 
(17-2 grammes per 100 millilitres); the leucocytes num- 
bered. 4700 per cubic millimetre; the differential count 
showed that 52% were neutrophils, 35% lymphocytes, 7% 
monocytes and 6% eosinophils. X-ray films of the thorax, 
the upper parts of the arms, thighs, and lateral and antero- 
posterior views of the cranium, showed no calcified 
cysticerci. 


The patient was admitted to hospital on July 8, 1957, and 
during the next day he was given only a light diet with a 
low residue. On July 10 complete starvation was enforced, 
only black coffee or tea, with sugar and no milk, and 
glucose drinks being permitted. At 8 p.m. on the same day, 
one ounce of Glauber’s salts dissolved in a glass of water 
was administered. On July 11 at 9 a.m., one gramme (ten 
0-1 gramme tablets) of “Atabrine Hydrochloride” ih a 
glass of water containing one teaspoonful of sodium 
bicarbonate was given, followed at 11 a.m. by one ounce 
of Glauber’s salts. The patient retained all the “Atabrine” 
and the purgative. There was no bowel movement by 
1 p.m., and so a further ounce of Glauber’s salts was 
administered. No bowel action followed, and at 2.30 p.m. 
a 085% saline enema was given. Within 30 minutes 
the bowels had opened, and numerous pans were used 
over a period of about one hour. At first, numerous 
single ripe proglottides were recovered, then short lengths 
of the worm, at first the ripe, then the mature, and finally 
the immature proglottides. The scolex and about half an 
inch of neck region was finally passed in the last bowel 
movement at about 4 p.m. 


The patient was discharged from hospital on July 12. 
Stools examined on July 16, July 17 and August 29 showed 
no evidence of teniid infestation. 


Previous Records of Tzenia Solium in Australia. . 


Iffa (1869) exhibited in Victoria one of three tapeworms 
passed by the same patient. Since Iffla grouped all teniids 
within 7. solium, it is possible that these worms could have 
been 7. saginata. 

The first record of 7. solium in Australia which can be 
confidently accepted, was made by T. Harvey Johnston in 
1909, when he exhibited both an adult tapeworm and also 
the larval stage, Cysticercus cellulose (Gmelin, 1790), from 
the muscle of a pig. These were both in New South Wales; 
he observed that it was a rare tapeworm in Australia. They 
were probably the same specimens which he exhibited later, 
in both 1909 and 1911. 


Griffiths (1911) stated that he treated one of his patients 
for 7. solium. There is insufficient information to confirm 
that this was a correct identification; but since it appears 
unlikely that the patient had been outside Australia, and 
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further, since “she about thirty feet of worm”, it 
seems probable that this infestation was with 7. saginata. 


Atkinson (1915) recorded a pig from Western Australia 
infested with C. cellulose. 


Sweet (1915) reported six infestations with 7. solium 
which had been found during the Australian Hookworm 
Campaign. Two worms were recovered at Broken Hill, 
New South Wales, one “from a miner and the other from a 
resident”; both were identified by the recovery of the 
entire worms (Report of Technical Commission of Inquiry, 
New South Wales, 1921). The other four infestations were 
recorded from South Australia, and were “diagnosed by 
the presence of segments of the worm in the fecal specimen 
examined” (Rosenthal, 1920). It is interesting that no 
mention is made of any infestation with 7. saginata from 
South Australia. 


Seddon (1950) recorded a heavy infestation in a pig from 
New South Wales, killed in 1946. He noted that two Italian 
prisoners of war had been on the property during 1944, and 
had habitually defecated in the pig run. He further refers 
to unpublished observations made by H. E. Albiston on 
“suspicious lesions” found occasionally in pigs in Victoria, 
and to the findings of 7. soliwm in Queensland immigrants 
from Europe, but gives no reference. Personal inquiries 
have been unable to confirm these. 


There appear to have been no further records made of 


T. solium in Australia until the present one. 


Discussion. 


T. solium, the pork tapeworm, although introduced on - 


several occasions into Australia in immigrants, has never 
become established. On the other hand, 7. saginata, the 
beef tapeworm, is now endemic. Of these two species, 
T. solium is the far more dangerous parasite, since its eggs 
may develop into the cysticercus larval stage in man as 
well as in the pig, whereas in 7. saginata, cattle are obligate 
intermediate hosts for the. cysticercus stage, which is then 
infective to the human host. In 7. solium in man, besides 
the usual methods of auto-infection, e.g. from the ingestion 
of eggs from the hands or under the fingernails, or from 
contaminated food, etc., the eggs may also be carried by 
reversed peristalsis to the duodenal region, where they 
hatch and migrate to various parts of the body, so pro- 
ducing cysticercosis. They may lodge almost anywhere, 
including the brain, heart, liver, lungs and occasionally the 
spinal cord; ocular cysticercosis has also been recorded. 
The effect on the patient varies according to the location 
of the parasite. 


In the present case, during the 16 months the patient had 
been in Australia, 7. solium eggs may have been. trans- 


mitted to others, and particularly during the period he was 
a bakery employee. If he had been engaged as a farm hand 
where pigs were reared, it would have been possible for a 
focal centre to become established. Seddon (1950) drew 
attention to such a possibility. 


It is obviously desirable that 7. solium, the pork tape- 
worm, should not become established in Australia. In order 
to prevent this, it seems justifiable to add “infestation with 
Tenia solium” to the list of notifiable diseases. In addition, 
the screening of new arrivals into Australia from endemic 
areas, for helminthic (and protozoan) infestations, would 
be a wise precautionary measure. Australia is fortunate in 
its relatively small number of endemic parasitic diseases. 


It is important to maintain this freedom, not only for 


public health reasons, but also because of the economic 


importance to the country of producing. pork free from 


parasites which complete their life cycles in man. 


Summary. 

A case of infestation with Tenia solium from a Sicilian 
migrant is recorded. Treatment by starvation, purging and 
the administration of “Atabrine Hydrochloride” was suc- 
cessful in removing the worm. There are seven prévious 
records of T. solium in man and two in pigs in Australia. 
The danger of 7, solium infestations is discussed, and the 
pis: agra of attempting to keep Australia free from this 
parasite is stressed. Since it is more-dangerous than the 
endemic 7. saginata, it is therefore suggested that “infesta- 


tion with Tenia solium” should be added. to the list of 
notifiable diseases. 


I wish to express my appreciation to Miss V. A. Bicks, 
of the Pathology Department, Brisbane Hospital, who drew 
my attention to this case, to the staff of the Brisbane 
Hospital, for its cooperation, and especially to Professor 
J. H. Tyrer, Department of -Medicine, — of 
Queensland. 
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WAR, PEACE AND THE DOCTOR. 


- Wars have always been in past times breeders of 
pestilence as well as destroyers of the flower of a 
nation’s youth. 


—ARTURO CASTIGLIONI.! 


TurovucH the centuries the doctor has played his own 
role in. war and made his own observations. Committed 
as a rule to his own nation’s cause and bent on furthering 
it by every means in his power, he has yet been a non- 
combatant and concerned with restoration and healing in 
the midst of destruction. Though he has seen and 
appreciated the high qualities of courage and endurance 
and the strength of the comradeship born of war, sober 
reflection must often have forced on him Castiglioni’s 
damning summing-up. He has seen more clearly than most 
that, despite every qualification that may be conceded, war 
is fundamentally evil. In our day, war has become not 


‘just the destroyer of the flower of a nation’s youth, but 


the destroyer almost of whole nations. Further wars with 


modern weapons could destroy all humankind, and no one 


can say with any confidence that this is not likely to 
happen. So war’s destructiveness, no greater than it ever 
was to those actually involved in it, but now involving all, 
poses quite a different problem from that of the days when 
a wealthy nation hired mercenaries to fight its wars for it 
on foreign soil. It has become a greater menace than any 
plague that has ravaged the earth. 


To such a threat to the life and welfare of man, thediéinn, 
especially with its modern preventive emphasis, cannot 


‘remain indifferent. The doctor finds himself asking why 


this destructive thing exists, what its causes are and how 
it may be prevented. If he finds that his answer to these 
questions is incomplete, this does not prevent him from 
examining with care the data that he has. He knows this 
situation in medicine. It long obtained for diseases that 
are today conquered, and still obtains for diseases that he 
confidently looks to overcome. He will then turn with 
interest and understanding to a book on the fundamental 
problem of war, edited by a Melbourne medical man, 
Victor H. Wallace. With a commendable emphasis on the 
positive and an appeal to hope, Dr. Wallace has called his 
book “Paths to Peace”, just as modern medicine places tts 
emphasis on health rather than disease, but his subtitle 
comes. to grips with the problem to be dealt with: “A 
Study of War, its Causes and Prevention.” Ten chapters 


- 1“& History of Medicine’, Second Edition, 1947, page 899. 
of War, Its Causes and Preven- 
Wallace, M.D. (Melb.), PRCE. 
Lon and New York: cambridge University Press 84" x 53°, 
pp. 418. Price: 25s. 


**Paths to Peace: A 


relate to causes and ten to prevention, and each has a 
different author. Twenty consultants gather round the bed 
of a sick world. It is, however, a true consultation, not 
a series of isolated opinions. Each author was given the 
opportunity to consider and comment on the contributions 
of his fellow authors, so that, as the preface points out, 
“the tendency of the specialist to over-emphasize his own 
point of view has been corrected to a great extent by 
collective criticism before publication”. 


The discussion of the causes of war aptly opens with a 
consideration of the historical aspects of the problem of 
recurrent wars by R. M. Crawford, Professor of History in 
the University of Melbourne. He has some particularly 
cogent things to say about the balance of power, a factor 
in international diplomacy whose importance was acknow- 
ledged as very great in past centuries, but is much harder 
to assess today. Indeed, it is difficult to know how much 
we may learn from history in the conduct of the affairs 
of the twentieth century.. It is in many ways unlike any 
other age. Professor Crawford sums up this: 

History can show us the nature of our dilemma and 
it can suggest some principles of action in the face of 
it; but it cannot tell us the future until the future has 
itself become history. Further, we cannot remove that 
dilemma by understanding it; but understanding it is 
the first step to keeping it in control. And if no other 
means of control are open to us than limited and piece- 
meal actions, they serve their purpose if they prolong 
the period during which tension is restrained short of 
war, for as it has happened in the past so it may happen 


in the future, that men’s desire for peace may at last 
overcome even their fear. 


On the other hand, Professor A. P. Elkin, in a chapter on 
war and the biological struggle for existence, draws some 
important conclusions from the past. The most significant 
is that war is not biologically inevitable. War, he demon- 
strates from the anthropological point of view, is culturally 
determined. It is a cultural institution developed in the 
experience, and by the decisions, of men. It gains no ends, 
is internationally destructive, and retards human progress. 
The end of all this is that “war can be discarded by the 
decisions of men, if these are supported by new attitudes 
between nations, based on understanding and charity”. 
This is an unassailable truth, but the cynic will turn from 
it with an indulgent smile. However, whether or not it is 
practicable in the face of human nature as we know it, 
Professor Elkin’s prescription is vital if we are to over- 
come the problems raised in subsequent chapters—for 
example, the economic conflicts fully discussed by 
Frederick E. Emery, Lecturer in Social Psychology in the 
University of Melbourne, or the forces of nationalism, 
which occupy a chapter by Professor W. Macmahon Ball, 
and the national interests which Professor P. H. Partridge, 
of the Australian National University, finds more impor- 
tant than ideologies in determining the actions of nations. 
Geoffrey Sharp, lifting a lone voice, sees the problem in 
the social structure and finds hope in a Marxist approach. 
The late Reginald Ellery, of Melbourne, in a characteristic 
contribution, stresses the role of frustration and aggression 
in the development of a war mentality. He refuses to 
accept the inevitability of war and offers positive sug- 
gestions for altering the current psychological attitude to 
war, beginning with children and young people. These 
suggestions are sound, but would need simultaneous 
adoption by all the powerful nations of the world to be 
effective. Dr. Ellery’s chapter can with advantage be read 
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beside W. Glanville Cook’s discussion of propaganda and 
war, in which he indicates what has been done with 
propaganda in the past, especially by totalitarian regimes. 
He suggests that the destructiveness of modern weapons 
has made propaganda for war more difficult, but strongly 
supports an ‘educational campaign for world peace. 
Professor O. A. Oeser, in his study of culture patterns and 
social tensions, declines to be as starry-eyed as some of 
his fellow psychologists have been; but he makes it clear 
that man has made some real progress in understanding 
himself, and that there is hope. Likewise, Sir Samuel 
Wadham, in a discussion of population and food produc- 
tion, concludes that there is no need for lack of food to be 
a cause of war unless it is used by the unscrupulous to 
cover their own unworthy designs. 


“The opening chapter of the ten dealing with the pre- 


vention of war should be read by everyone. In it Professor 
Marcus Oliphant sets out lucidly all that the ordinary 
person needs to know about atomic weapons, and without 
sensationalism demonstrates that “world war is now con- 
ceivable only as an act of suicide by civilization’. 
final comment, however, is important: “Banning of atomic 
weapons is useless unless accompanied by effective policing 
by an international authority, and complete disarming of 
all nations.” The tremendous practical difficulties inherent 
in this suggestion do not make it any the less realistic. 
Another historian, Professor W. G. K. Duncan, of Adelaide, 
now brings our thoughts back to the balance of power. 
He shows the influence that it has had on both the 
preservation of peace and the precipitation of war, and 
insists that it is still very much a matter of practical 
politics. Like many of the contributors to this section, he 


sees little hope of enduring peace without the surrender . 


of national sovereignty; but, he points out, “as long as 
nations insist on retaining their sovereign rights, just so 
long will international relations remain, at bottom, an 
anarchy in which strength, not decency, is necessary for 
survival’—a statement not to be lightly rejected just 
because it is unpalatable. A constructive approach is 
made to the world’s economic problems by James F. Cairns. 


He sees many advantages favourable.to peace in inter- — 


national free trade, and supports the policy of economic 
aid by the major powers to under-developed countries. 
Effective disarmament could, as he suggests, divert vast 
sums of money to more constructive ends of this kind. 
While he is quite realistic about the selfish interests that 
may still be prepared to exploit war to their own ends, he 
stresses the part that organized world opinion can play 
in checking these interests. The editor of the volume, 
V. H. Wallace, discusses the problems resulting from the 
rapid increase in world population, and suggests ways in 
which this should be approached if it is not to lead to 
war. As we have already noted, Sir Samuel Wadham 
considers it unnecessary to take a gloomy view concerning 
the relationship of world population to world food supply. 
but Dr. Wallace rightly stresses the importance of 
accelerated production of food and other necessities of life 
and their effective distribution to those who need them. 
He also advocates planned control of population increase— 
a highly controversial measure, which needs much 


thought—and a realistic redistribution of population’ 


_throughout the world—a process subject in itself to con- 
siderable problems, especially sociological, of which he is 


His 


-Nations. 


well aware. In a discussion on improving the quality of 
population, he wisely touches only lightly on the possible 
role of eugenics, but makes more of the value of education 
of the right kind as a bulwark against harmful propa- 
ganda. The question of education is then taken up by 
K. S. Cunningham. He points out that education, in the 
ordinary sense of the term, has not eliminated war, and if 
it became universal would not necessarily lead to the 
abolition of war. The importance of education in this 
context relates to attitude rather than information, to 
international. understanding and a realization of what 
modern war could mean. It must work not just through 
schools, but through all agencies affecting the thought of 
the modern community. It is important that this should 
not be confused with the dissemination of propaganda, 


' which for a long time now has had sinister -associations, 


and that those entrusted with education should not be 
allowed to distort it into an agent of propaganda. A great 
deal must depend upon those in a position of authority, 
both national and international. This brings us to con- 
sider the existing international body relevant to the whole 
subject, the United Nations Organization. Sir Frederick 
Eggleston describes this in some detail, with an account 
of its background and its predecessor, the League of 
He does not glamorize its work, giving a fair 
account of its problems and limitations, but he shows 
that it has accomplished more than its predecessor. There 
is certainly nothing to be gained by being cynical about 
the United Nations. Criticism is vital if it is to overcome 
its limitations, but let the criticism be fair, informed and 
constructive. At the same time we much look with interest 
at another, quite different approach to organization on a 
world level, that of world federal government. This is 
essentially different, as Henry Usborne points out, because 
‘national sovereignty is actually enshrined in the very 
Charter of the United Nations”; the essential feature of 
world federal government is the surrender of national 
sovereignty, and this in the view of many people is the 
sine qua non of any effective world peace plan. This is 
not the time or place to debate the merits and demerits 
of world government, but even those who are critical of 
the idea will do well to read Mr. Usborne’s comprehensive 
discussion. The greatest optimist could scarcely imagine 
the world powers in their present mood accepting the 
proposals which it makes for surrender of national 
sovereignty, but there is no knowing what changes the 
tremendous stresses and threats of the world situation may 
bring about. 


As a change from all this high-level discussion, it is 
almost a relief to turn to two unpretentious. but thoughtful 
chapters near the end of this book—one by R. C. Johnson, 
Master of Queen’s College in the University of Melbourne, 
the other by Professor Walter Murdoch. Dr. Johnson, 
who is as much at home in science as in religion, dis- 
cusses the influence of religious teaching as a factor in 
maintaining peace. He faces quite honestly the part that 
religion has played in promoting wars, and neither 


diminishes nor condones it. But he makes his point very 
clearly that the condemnation of intolerance responsible 
for this “is properly directed to the erring followers of all 
religions, and not to the essence of the religious life”. He 
discusses the relationship of war in the world to conflict 
.in the individual, and commits himself to the essentially 
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personal character of religion. Offering no grand compre- 


hensive plan for immediate world peace, he yet sees in 


religion the only final solution of the world’s problems— 
but a long-term solution, depending upon the appearance 
of leaders of the right type. “Meanwhile we can all help 
by the type of our thinking.” Professor Murdoch’s dis- 
cussion of “What Can Hach Citizen Do Individually to 
Promote Peace?” is characteristic. His principal thought 
is that the individual must accept his personal respon- 
sibility as a citizen. He must not surrender his right to a 
personal opinion, for personal opinions should make up the 
group opinion, not vice versa. At the same time he can 
cease to be “a mere private individual, lonely and aloof”, 
and join a group of individuals working to the same end. 
It is unhappily true that the cause of peace has been used 
as a front to further a variety of quite different objects, 
and groups need to be joined with due care; but that fact 


does not invalidate Professor Murdoch’s advice. His short 


chapter is commended to all who feel that they are too 
unimportant to matter in big- issues. 

To attempt to summarize the last chapter of this book 
would be futile. It is in itself.a masterly summing up of 
the whole book, with significant personal contributions, 
by Professor Geoffrey Sawer, Professor of Law, and Dean 
of the Research School of Social Sciences in the Aus- 
tralian National University, Canberra. If it offers no 
panacea for the world’s ills, the medical mind will think 
none the less of it for that. It is perhaps enough that it 
leaves us with “a picture of possibilities, a hope and a 
challenge”. 


Current Comment, 


BUFFERED AND NON-BUFFERED ACETYLSALICYLIC 
ACID. 


Tue effectiveness of acetylsalicylic acid in relieving mild 
pain and the paucity of side reactions have made it the 
most widely used drug in the world. In a small proportion 
of subjects the taking of acetylsalicylic acid is followed by 
nausea and epigastric pain. It has been stated that 
buffering of the acid prevents the occurrence of these symp- 
toms, and several buffered preparations are on the market. 
G. A. Cronk’ has made a detailed study of buffered and 
unbuffered acetylsalicylic acid in regard to the time 
required for relief of discomfort, the degree of relief— 
none, moderate or complete—the duration of relief and 
the occurrence of side reactions. In addition, the blood 
salicylic acid curves were determined after the administra- 
tion of both preparations. Commercial buffered tablets 
were packaged in containers A and D, and bulk acetyl- 
salicylic acid with starch added was made into tablets 
identical in appearance with the buffered preparation and 
put in packages labelled B and C. Nobody in the hospital 
knew which package contained which preparation until 
the experiments were completed. The preparations A, B, 
C, D were rotated on a 24-hour basis. The patients were 
university students of both sexes, admitted to the hos- 
pital with a variety of painful clinical conditions. The 
drug, buffered or non-buffered, was administered in doses 
of 06 gramme. Grossly and statistically there was 
essentially no difference between the buffered and non- 
buffered drug in the time required for the relief of pain. 
About 70% of the patients experienced relief within 60 
minutes and 30% obtained no relief. The duration of relief 


_ ‘was about the same with both preparations. The reported 


1New England J. Med., 1958, 258: 213 (January 30). 


degree of relief did not demonstrate any statistically sig- 
nificant difference between the two preparations. Three 
hundred and ninety-seven patients were treated with one or 
more doses of the drug preparations. Side reactions were 
minimal, although in all cases in which gastro-intestinal 
symptoms developed after medication, it was assumed that 
they resulted from the medication. Bight patients out of 
400 treated showed stomach irritation, five on the 
unbuffered drug and three on the buffered drug. In all 
these patients subsequent administration of eifher prepara- 
tion of the drug showed no symptoms, suggesting that the 
underlying disease affected the production of these symp- 
toms. Poorly produced tablets of acetylsalicylic acid, 
which frequently resist particle dispersion and allow con- 
centration of the drug on the mucosa, can produce gastric 
disturbance. The blood salicylic acid curves determined on 
20 healthy volunteers showed no difference between 
buffered and non-buffered acetylsalicylic acid. The results 
of the investigation show that, so far as the points studied 
are concerned, there is no advantage gained by buffering 
acetylsalicylic acid. 


COUGH AND STRESS FRACTURES OF THE RIBS. 


Ir is probable that cough fractures of ribs are frequently 
overlooked; certainly they are often diagnosed only when 
callus formation appears. Early diagnosis depends upon 
obtaining a history of the sudden onset of pain during a 
bout of coughing, the presence of localized tenderness over 
a rib and careful study of the radiograph. As J. E. G. 
Pearson’ points out in a recent review of this interesting 
condition, special oblique views of the ribs, particularly of 
the sixth to tenth ribs in the axillary region, may be neces- 
sary; these common sites are not readily studied on 
routine postero-anterior views because the rib shadows are 
superimposed. Difficulties in diagnosis occur in occasional 
cases in which there is a more or less insidious onset of 
pain, and in others in which a pleural friction rub is 
present. Radiologically, the minimal displacement which 
is found, together with the lateral location, is the chief 
reason for overlooking these fractures. 

Figures for the frequency of the condition will naturally 
vary with the frequency and care with which it is sought. 
No age group is immune, but females appear to be more 
liable to suffer than males. Pregnancy renders them even 
more susceptible. It is of interest that in 13 of Pearson’s 
28 cases the patient broke more than one rib, and in nearly 
a third of them bilateral fractures occurred at some time. 
Neither radiological osteoporosis nor disorders of calcium 
metabolism have been implicated as etiological factors. 

As with most simple rib fractures, union with callus 
formation is followed by excellent remodelling, so that 
little or no trace of the fracture may remain. Pearson 
does not discuss treatment. Pain may not be severe or 
cause much inconvenience; and if it be of short duration, 
analgesics may suffice. Strapping the affected hemithorax 
(or more precisely, rather more than half the thorax, the 
strapping being carried across the mid-line anteriorly and 
posteriorly) may be effective, but it has its discomforts 
and produces skin reactions in many people. Probably 
the most satisfactory treatment, if any is required, is local 
infiltration with procaine. 

Stress fracture of the first rib is a rare condition, which 
is commonly asymptomatic. Two sisters with this con- 
dition, bilateral in one case, are described by F. L. 
Kronenberger.? The fracture usually occurs in the region 
of the subclavian groove and may be related to recurrent 
occupational stresses involving heavy lifting. A constitu- 
tional factor is also postulated; indeed, it has been con- 
sidered as a developmental anomaly rather than a true 
fracture. 

Clinically these two types of fracture have little in 
common, which is perhaps curious in view of the similar 
hypotheses advanced to explain their pro- 

uction. 


. 1Brit. J. Tuberc., 1957, 51: 251. 
9 Brit. J. Tuberc., 1957, 51: 255. 
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Gbstracts from Medical 
Literature. 


HYGIENE. 


Tetanus in the United States. 


N. W. Axnick anp E. R. ALEXANDER 
(Am. J. Pub. Health, December, 1957) 
review the incidence of tetanus and the 
mortality due to it during the period 
1947 to 1955 in the United States. Despite 
the advent of improved preventive and 
_ therapeutic methods, the incidence has 

only decreased slightly from a rate of 
0-39 to 0-28 per 100,000 of population. 
The average mortality rate still remains 
about 100 cases. This 
rate is higher in the neonatal 5 
The incidence rate is higher’ 
than in females, and the death rate is 
higher in coloured people than in white 
people and highest in the first year of life 

both coloured and white people. 
cases show a marked seasonal 
variation, the incidence being highest in 
summer and early autumn and lowest 
in the winter. In the United States, 
tetanus neonatorum, considered to be 
due to infection of the unhealed umbilicus 
with tetanus spores after delivery at 
home, or after the baby reaches home 
from hospital, is an important greup of 
the total number of tetanus infections 
which occur. The largest group is infec- 
tions following trivial injuries, which are 
usually cture wounds. Other smaller 
_ groups include infections which follow 
operations on old contaminated wounds 
or chronic ulcers, and @ group of drug 
addicts in whom infection is introduced by 
unsterilized syringes. To control tetanus 
the authors recommend universal active 
immunization in infancy, active immuniza- 
tion of expectant mothers in areas where 
tetanus neonatorum is common, education 
in the ae of minor wounds, and 
active immunization with 
tetanus cs after such minor injuries 
in previously immunized persons. 


Fluoridation. 


D. F. Srrirrizer (Am. J. Pub. Health, 
January, 1958) analyses the factors that 
ought to be taken into account when 
assessing the need to supplement fluorine 
already present in a community water 
supply. These are summarized under five 
headings: (i) the tangible benefits in 
terms of improved dental health and 
the anticipated reduction in dental care 
costs; (ii) the tangible costs in capital 
outlay and annual operating overhead ; 
(iii) the intangible benefits, such as fewer 
toothaches ; *) the priorities to be 
considered and the intangible costs of a 
long, hard, time-consuming ‘“‘ fluoridation 
battle ” ; (v) the additional problems of 
climate, prevalence of dental caries, 
number of children served, competence of 
waterworks operators to handle the 
technical complexities of minute adjust- 


ments, and economic status of the 
community. Tables and graphs on 
luoride have ted from whi 

to estimate roughly the anticipated 


‘ reduction in the caries attack rate resulting 


from enrichment of fluoride-bearing waters 
to the optimum level. References are 
meg given to investigations which assist 

determining the optimum fluorine 


requirements for areas. with diferent 
climates. 


Removal of Viruses mines Water 
by Flocculation. 


8. Caane et alii (Am. J. Pub. Health, 
January, 1958) report the results of 
investigations into the 
flocculation in removing viruses from 
water. The -investigation followed sub- 
mission of evidence that infectious 
hepatitis was spread by water that had 
been treated by flocculation, sand filtra- 
tion and chlorination. A strain of 


complete 
description of the procedures is given 
together with the results obtained. These 
indicated that the ——-. of the 
two viruses removed varied with the 
concentration of alum and ferric chloride, 
the pH value of the water, and the rate 
of stirring. The percentages varied from 
80 to 99-9. When the settled floc formed 
with alum was resuspended in a bicar- 
bonate buffer of pH 8-5 to 9-0 and agitated 
for one to two hours, 60% of the Coxsackie 
virus and 10% to 25% of the bacterial 
virus could be dissociated from the floc. 
In a separate study attempts to separate 
these viruses from the floc formed with 
ferric chloride were unsuccessful. Where 
virus removal is an important considera- 
tion, it appears that ferric chloride is 


-more efficient and safer than alum in the 


flocculation of water because of the — 
percen: of virus removed and the 
tendency for dissociation of 
virus from the floc. 


The Prevalence of Heart Disease. 


H. J. Dopasz, G. J. N. M. 
Morris (Am. J. Pub. Health, January, 
1958) investigated heart disease in 10,948 
Colorado schoolchildren. The group 
included 2010 children of 8S 
American origin and ~8938 of ‘Anglo- 
American. origin. The clinical heart 
disease rate was 9-6 per 1000 children. 
The rheumatic heart disease rate and the 


clinical heart disease rates 
were 13-5 and 8-7 per 1000 for children 
of Spanish'and English origin respectively. 
Most of this difference was related to 
rheumatic heart disease. Females of 
Spanish origin had somewhat more heart 
disease than males of the same group, 
but the reverse was seen in children of 
English origin. It was shown that the 
revalence of rheumatic and congenital 
ate disease was greater among rural 
urban dwellers in Colorado, 
and, though the data were less reliable, 
there was an indication that those living 
under home conditions of little crowding 
were at lesser risk of childhood types of 
heart disease than those who lived under 
crowded conditions. It was thought that 
all of the differences in heart disease pre- 
valence demonstrated in this study were 
best explained on the basis of environ- 


mental factors that were cultural or socio-. 
Genetic 


economic in nature. factors 


could not be ruled out, but there were no 


Dermatoses in the Manufacture 
of Glass Fibre. 


W. B. MoKznna, J. F. F. Smrra anp 
D. A. Mactzan (Brit. J. Indust. Med., 
January, 1958) describe the manufacture 
of continuous filament glass fibre used in 
the manufacture of glass yarn and textile 
products. Three groups of workers are 
employed. The first and second a 
are operators and winders. Tho 
group includes relievers, checkers, tags 

cleaners. The room temperature 
von from 80°F. to 90°F. and the 
relative —— from 60% to 70%. 
The operators are exposed to radiant 
heat and burns, and all three groups are 
exposed to water and emulsions used to 
treat the fibre and puncture wounds from 
glass fibres. A clinical assessment of the 
skin conditions observed in 126 employees 
is given with special reference to 
paronychia of the fingers (ei 
folliculitis of the feet, legs, forearms and, 


toes (63 cases). In view of the high 
incidence of maceration, a corresponding] 
high incidence of tinea pedis was 

but not found; in only ri of the 63 


that paronychia was due to sei spicules 
“in the nail fold. 


The Treatment of 
Silicosis with Compound 48/80. 
J. Marks, D. M. James anv T. G. 
Morris (Brit. J. Indust. Med., January, 
1958) describe the effect of ‘‘ compound 
48/80’? on lesions in mice resulting from 
the intravenous injection of tridymite 
(silica) dust. ‘‘ Compound 48/80” is an 
organic base which was used , experi- 
mentally as a histamine liberator and 
found to protect phagocytic cells in tissue 
culture inst the toxic action of silica. 
Solutions of ‘‘ compound 48/80” were 
injected intraperitoneally into mice pre- 
viously injected intravenously with 
suspensions of silica dust. Surviving mice 
were killed two and three months later. 
The liver weights were noted, the amount 
of collagen present in each liver was 
estimated, and examinations were made 
of sections from each liver. It was found 
that the compound gave a significant 
degree of protection against the effect of 
silica dust. The authors consider that 
their experiments demonstrate that it is 
possible for @ drug given systematically 
to reach and inactivate toxic silica dust 
in animal tissues, and altho the 
toxicity of “ compound 48/80 ”’ precludes 
oe use in the treatment of silicosis in 
eto other bases may be found 
sui for therapeutic trial. 


Risks in the Use of Parathion- 
Impregnated Gauze Strips. 

J. Guémme anp A. Swensson (Brit. J. 
Indust. Med., January, 1958) carried out 
a field investigation and laboratory 
experiments with animals to determine 
of parathion-impregnated gauze strips 
as residual insecticides may endanger 


| 
O Nands + Cases) 
a maceration of the interdigital clefts of the 
rubrum) . demonstrated. Radiological 
: evidence in three cases confirmed the view 
congenital heart disease rates were 6-8 
and 2:8 per 1000 respectively. The 
health of workers. Each strip contains 
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with @ ventilation below 2-5 air 

per hour, showed that under these adverse 

conditions the plasma cholinesterase 
Erythrocyte 


guines-pi 
reduction in plasma cholinesterase activity 
was stabilized after seven to 14 days’ 
exposure, 


OPHTHALMOLOGY. 


Prodromal Malignant Glaucoma. 
H. L. Breer (Bristol J. Ophth., June, 
1957) discusses the difficult problem of 


glaucoma exists for many months before 
the lens is displaced forward — the 


The Scleral Buckling Procedures. 


to make the ridge higher and more 

t. Pre-operative treatment con- 
sists of general medical assessment and 
an ocular examination. Pre-operative 
bed rest is not usually enforced. The 
authors detail the premedication and 
instruments used. They, describe in 
detail three operations which they use, 
viz., scleral ing with saeieding tube, 
scleral buckling with partial polyethylene 
tube and scleral buckling with a trap door 
flap in the sclera. The good eye is 
uncovered after 24 hours and the patient 
is ambulant and ready to leave hospital 
after five to seven days. Mydriatic drops 


and cortisone are instilled daily. 
A. A (Am. J. Ophth., 
December, 1957) describes a_ scleral 


operation in which chromic 
= is buried instead of polyethylene. 


An equatorial strip of sclera three milli- 
metres wide is outlined and the —— 


_ deepened to the innermost scleral layers. 


This strip is not excised but be 
infolded. Silk mattress sutures are 
inserted with wide intrascleral bites to 
obtain a good hold of the scleral tissue. 
Non-perforating diathermic punctures are 
applied to the scleral strip in two rows. 
A piece of chromicized surgical catgut 
(five noughts) is threaded under a 
sutures, The intraocular pressure 

then lowered by drainage of eivbetionl 
fluid, the sutures tightened and knotted. 
The sclera infolds and the it thread 
is buried within the fold. surplus 
catgut is cut off. Finally the muscles 
are reinserted and the conjunctiva sutured. 


Mooren’s Ulcer Treated by 
Diathermy Coagulation. 


S. J. Somerset (Brit. Ophth., 

September, 1957) reports on successful 
“treatment of a Moorert’s ulcer with 
diathermy coagulation. The ulcer hid 
resisted treatment delimiting 
keratotomy and chemi cauterization 
and beta radiation. Using coagulation 
current, about three-quarters of that used 
for retinal detachment, a blunt electrode 
was lightly applied to the ulcer and the 
clear cornea at the advancing edge. 
The procedure was repeated on five more 
occasions. four months 
later there had been no recurrence and 


climatic, occupational or racial factors. 
It is a bilateral disease, but as a rule one 


and epithelium are involved 


hyaline degeneration followed by cal- 
careous change is seen in the epithelium. 
The most important differential 

is that from glaucoma, ‘Treatment is 
unsatisfactory. 


UROLOGY. 


The Dosage of “ Furadantin ’’. 

A. Wetiine, W. W. WarkINs AND 
8S. L. Ratnges (J. Urol., May, 1957) 
have tried to determine when (and why) a 
dose of 50 milligrammes of “ Furadantin ’’, 
given four times a day, will be just as 
effective a bactericide as double this dose. 
The latter dose occasionally causes gastric 
irritation and nausea. There were 188 
patients in the tested series, and 73 of 
these were receiving the 50 milligrammes 
dose. So far as Gram-negative germs 
were concerned, whether sensitive or 
resistant in vitro, the smaller dose was as 
effective as the larger. It was finally 
found that the larger dose was ni 
only for resistant strains of Gram-positive 
germs. Multiple infections reduced the 
efficacy of treatment. 


Unilateral Multicystic Kidney. 

G. W. Moorr anp W. I. 
(J. Urol., December, 1957) describe a 
case of true congenital unilateral multi- 
cystic renal disease in a new-born infant. 
This is a different disease from the 
unilateral variety of igen lycystic 
kidney, and only a few cases ae been 
reported. In this disease the kidney 
tissue is completely replaced by a mass of 
varying sized cysts which are held together 
loosely by connective tissue. Another 
criterion of this disease is that each cyst 
is multilocular, having two or more 
chambers with complete partitions 
between them. The authors’ pstient, a 
female infant, had a mass which filled the 
whole of the lower abdomen. Laparotomy 
was performed when the infant was 14 
days old. The mass consisted almost 
entirely of many discrete grape-like cysts ; 
the pelvis and ureter were absent, as is 
often the case in this disease. The 
ztiological factor in this case was probably 
a primary failure of the ureteric bud to 
develop from the Wolffian duct, thus 
leaving the secretory elements of the 
renal blastomas as a series of blind tubules 
which progressively enlarged into cysts. 


Phytobezoar. 

R. D. Spurzem anp P. L. 
(Surgery, September, 1957) report two 
cases of intestinal obstruction due to 
phytobezoar following gastric resection. 
Reviewing the literature, they find that 
only 12 other cases have been reported. 
One of their cases was due to a surfeit 
of figs and the other to coconut fibre. 
The authors suggest that phytobezoars 
should be suspected in any patient who, 


~ following gastric resection, suffers from 


bowel obstruction. They point out that 
gastric resection must be considered a 
predisposing factor to intestinal poe 
tion by foodstuffs, especially those with 
coarse fibres, such as oranges. 


for approximately three grammes of parathion 
together with small amounts of its 
square ips are sold in 
hermetically” scaed containers with 
label stating protective gloves must 
~ be worn when the strips are handled 
“7 while being suspended under the roof 
bure in stables and cow-sheds ; the strips are a 
d in not to be used in houses; the strips are ate 
tile poisonous to humans and animals; and 
are containers and strips should be destroyed 
ups immediately after use. The field investi- 
lers cow-sheds did not affect the cholin- 
hare esterase activity of erythrocytes or plasma 
7/0" period of a month. Laboratory experi- 
ant ments with guinea-pigs exposed to 
parathion-impregnated gauze strips at 
Fe tem: tures of 25°C. and above, and 
the 
to 
es), cholinesterase activity, which is small in 
and 
the 
igh 
63 
ton 
ical 
les 
ma t glaucoma 
! describes six cases. Prodromal malignant 
ry, as in microcornea, or when the lens is __- 
ind too large, as in acquired myopia after : 
om surgery or afte: cataract formation, in 
ite extreme hyperopia, in extreme age, 
an and usually in narrow-angle glaucoma. 
ri- The prodromal stage of malignant 
nd 
or glaucoma. Usually, malignant glaucoma 
re- - occurs in both eyes, frequently at different 
ith times. In regard to the management 
‘ice of prodromal glaucoma, surgical treatment 
er. aims at relief of the chronic congestive 
int and removal of the enlarged 
vas A large clear lens can produce healing appeared firm. 
ide malignant glaucoma and therefore must 
nd be removed in the prodromal stage. Fuchs’s Epithelial Dystrophy of 
ant The choice of operation in prodromal =f the Cornea. 
1at ure, per- September, 1957) reviews thi it SURGERY. 
is formed at the one operation to avoid disease. It occurs in females more than 
lly multiple surgery. males. The average age of onset is in 
ust the sixties, but has been seen in patients 
les 
in 
buckling in the treatment of retinal rule the vision 
detachment.  Scleral buckling differs on, but finally the vision is poor all day. ; 
from a classical scleral resection in that Haloes are a frequent complaint and ‘ 
by position of the retinal tear, while endothelium is affected first, but this 
® resection is generally located in an stage is only found if the patient is 
area which is conveniently reached. In examined with a slit lamp. Fine regular 
vesiculation in the axial region of the 
are in same area, whereas in resection i ema soon follows and once endo- 
the diathermy is over the tears but the i 
resection is anterior to the tears. Finally, changes 
in a resection no foreign body is embeded follow. 
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Public Healt. 


SOME ASPECTS OF ASIAN INFLUENZA.1 


THE pandemic of influenza due to the Asian type of influenza A 
virus has now spread to all parts of the world with the exception 
of perhaps a féw islands and other isolated communities. In 
most areas the pandemic is over, and the infection has remained 
essentially benign in the sense that the incidence of complications 
and the mortality rate have remained low, the latter having been 
somewhere in the region of’one in 2000 to one in 10,000 infec tions 
or even less in different areas. However, although the mortality 
rate has remained low, the actual number of deaths has been by 
no means negligible, since in many areas @ very high pro 
of the > ggye has been affected, ranging from 20% to as 
high as 70%. Many 7 people are Now speaking with concern about 
the possibilities of a ‘‘ second wave ”’ of the disease, and some fear 
that this might be more severe than the first. It may be useful, 
therefore, to examine possibilities and probabilities for the 
future in the light of existing knowledge. 

It must, however, be admitted that since this is the first time 
that it has been possible to study ic influenza using 
modern virological techniques with the backing of the world-wide 
network of WHO Influenza Centres, we do not know with any 
precision exactly what happened to the viruses responsible for 
the two previous pandemics which occurred within living memory, 
those of 1889-1890 and of 1918-1919. Nor do we know 
sufficient about the bacteria prevalent during these pandemics, 
which are generally seapuiatle for the majority of deaths 
attributed to influenza. Much of what follows is therefore 
somewhat speculative. 


major antigenic change, which 
ple hes little or no immunity to the new virus. 
Sinoo the i 1933. that has happened 
three times—in 1934 when the PR8. strain appeared, in 1947 
when the FM1 strain appeared, and now in 1957, the Asian 
virus. _Both in 1934 and 1947, the new virus rapidly and 
completely replaced the other viruses, which disa, 


apart 
from the strains preserved in the laboratory. It is logical to ° 


+ therefore that the Asian strain or related viruses will 
replace the we which has been prevalent since 1947, and 
that it will be perma t cause of influenza A for the 
next decade or so. It may also reasonably be anticipated that, 
just as in the years Pi tones. 1934 and 1947, epidemics of wee 
extent will occur every two or three years according to 
nea with which we have been familiar over the last 25 se 
either after 1934 nor after 1947 were these epidemics associated 
this from la experiments t an antigenic 
change in the virus such as has occurred this year is a happening 
quite independent of any change in virulence. 
It may be as well to emphasize here that the ae ke Maeoers 
appears to have been an event without precedent in 
and cannot be compared with any other pandemic of which we 
have record. We do not, of course, know what exceptional 
combination of circumstances brought it out, but there is some 
quite good serological evidence t it may not have been 
associated with an antigenic in the virus, and therefore 
is in no way comparable with the present situation. There are 
more grounds for comparing this pandemic with that of 1889- 
1890. Indeed there are grounds for believing that the Asian 
virus may be related antigenically to the virus prevalent in 1889 
and subsequent years, since some people who lived through that 
period have antibodies to the Asian strain which ——- 
. This does not, of course, mean that 
ppened in 1889 and subsequent years will necessarily repeat 
itself, in viow of on lack of wo tale 
history into account. - 
The 1889 pandemic did not cause a high mortality, even tho 
were no antibiotics and medical care was calieb tive a 
compared with the present day. In the two or three following 
there were extensive epidemics, and in some areas 
these were associated with a moderate increase in mortality ; 
this, however, never approached that experienced in 1918, or 


2This article has been made available by the World Health 
Organization is rg for general information. It was 
—- by D M. Payne, Chief of the Endemo-Epidemic 


iseases Section. “Division of Communicable Diseases, _ World 
Geneva. 


Health Organization, 


“action is the o 


even that experienced in some local epidemics of modern times, 
for example those of Liverpool in 1951 and the Netherlands in 
1949. Nevertheless, there was an increase in mortality, and 
however unlikely this may be, we must watch carefully for an 
such trend now. This watch ia being earriod out by the WHO 
network of influenza centres and many cooperating laboratories 
and hospitals all over the world. 


The network of laboratories was initiated by WHO ten years 
ago in anticipation of just such an event as took place this year. 
Within three weeks of the first news of the ep 
WHO, the virus had been isolated, sent by air to the Wor 
Influenza Centre in London and identified as a new strain, and 
a warning had been issued by world-wide broadcast to health 
authorities that existing vaccines would be unlikely to — 
against the new virus and that extensive spread was antici! 
Practically simultaneously the same information was re! 
by the United States Armed Forces influenza watching system, 
which cooperates closely in the WHO influenza programme. 


All experts agree that it is at present impossible to check the 
spread of epidemic influenza, so that one may ask what is the 
use of such a warning, The first and by far the most important 
use is that it gives time for the health authorities to organize 
medical care for the large number of people who will fall sick 
within a short period of time ; otherwise this might disorganize 
medical services and drug supplies. 


The second urpose of the warning is to enable vaccine 
production to initiated. This is always a very difficult 
problem with a new strain, for technical reasons, and the Asian 
strain was unusually awkward. However, five major 
manufacturers in the United States of America succeeded in 
producing 34 million doses by the end of October, that is within 
five months of receiving the new virus. No other country could 
approach this tremendous effort ; indeed in other countries no 

attempt was made to initiate ” general vaccination. It was . 
considered that in view of the mildness of the pandemic the main 
effort should be directed to the maintenance of good medical 
services for the care of the sick and the treatment of the 
infrequent bacterial complications. For this reason, in many 
countries the vaccine available was reserved for medical and 
nursing staff and auxiliaries, and it may reasonably be assumed 
that this was valuable in reducing the mortality of the disease. 
I should perhaps again emphasize that almost all deaths were 
due to bacterial infections, especially ony or to the 
as tuberculosis, 


sere of some other serious 


- been prevented by adequate treatment. 


The picture has not significantly changed now. Essential 
of medical services so that they are 
maintained in best state of efficiency during an epidemic. 
Vaccination can play a role in maintaining medical services, but 
it is not a major role since it is only roughly 50% to 70% effective 
and is expensive, and the vaccine is by no means to produce. 
It is the oo which matters in ensuring relief 
for hard-hit areas 
one. farther epidemic this winter as 
extensive as the last ? This is coun unlikely, although no 
one can be certain. A large part of the population has acquired 
at least a basic immunity as a result of the pandemic ; so it is not * 
unreasonable to hope that if an epidemic occurs, which is not 


extensive and cause fewer complications than the pandemic. 
Here it should be stressed that it is to speak of such 
an epidemic as a “second wave”, since that carries the 


implication that it will be as extensive as the first. Tt would be 
wise to anticipate an epidemic but not a “second wave ”’ in this 
sense. 

Finally, can such an epidemic be prevented, for example, by 
quarantine restrictions countries where an epidemic is in 
—~: The anwer is: No. The influenza virus has already 

widely seeded in this country during the pandemic and 
i until conditions, which we do not fally 


we cannot tell, but the virus is in the country now. In any case 
the incidence of subclinical infections is quite high—10% to 
20%—so that quarantine would be ineffective even if the virus 
was-not already in the country. That was abundantly proved 
by 


| 
j 
understand, enable it to break out in epidemic form in many 


mes, 
is in 


CRESS 
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eBevical Societies. 


PAQDIATRIC SOCIETY OF VICTORIA. 


A MEETING of the Pediatric Society of Victoria was held 
on November 13, 1957, at the Royal Children’s Hospital, 
Melbourne. 


Problems of Extensive Resection of the Small Intestine. 


Dr.. B. Hattowes discussed the surgical aspects of the 
problem of extensive resection of the small intestine, illus- 
trating his remarks by the description of a case. The patient 
was a girl, aged 14 years, who had arrived in hospital in a 
pulseless, moribund state some seven months previously. 
She was pale and thin, with sunken eyes, but in intervals 
of slight improvement complained of generalized severe 


' abdominal pain. The story of her illness revealed that one 


week earlier she had had a sore throat, some malaise and 
abdominal pain. Two days later she commenced to vomit 
bile, complained of further abdominal pain and had a 
temperature of 103° to 104° F. Vomiting and abdominal pain 
continued intermittently until the morning of her admission 
to hospital, when she suddenly collapsed. There had been 
no bowel actions for several days, but the quantity of urine 
passed had decreased. Investigation of her previous history 
revealed that in the past few years she had had occasional 
attacks of mild abdominal pain with a little vomiting, but 
otherwise had been an active, healthy girl. A provisional 
diagnosis was made of fulminating general peritonitis, pos- 
sibly from a ruptured appendiceal abscess. 


Resuscitative measures were instituted in the form of the 
intravenous administration of blood and serum, and then 
operation was performed, when a complete volvulus of the 
whole of the small intestine with gangrene of the gut and 
thrombosis of the superior mesenteric vessels was revealed. 
There was a considerable amount of blood-stained exudate 
in the peritoneal cavity, and the whole of the small gut was 
filled with old dark blood. The gangrenous gut was resected, 
and the proximal two inches of the jejunum were 
anastomosed to the terminal two inches of the ileum. After 
a post-operative course in which intravenous therapy and 
antibiotics were used, she made steady progress and was 
discharged from hospital three weeks later. However, she 
was very thin, weighing five stone and having three to six 
large bowel actions per day. , 

Dr. Hallowes discussed the causes of massive gangrene of 
the gut under the following headings: (i) volvulus of the 
intestine, associated with malrotation of the gut, frequently 
seen in the neonatal period; (ii) volvulus around a Meckel’s 
diverticulum as the axis; (iii) internal hernie; (iv) 
diaphragmatic hernie; (v) mesenteric thrombosis. He 
said the differential diagnosis was that of the acute 
abdominal emergency. 


Dr. CHARLOTTE ANDERSON then discussed the medical aspects 
of the problem of massive small bowel resection, illustrating 
her remarks by reference to metabolic studies of the patient 
described by Dr. Hallowes, and to experimental and clinical 
studies from the literature. Dr.. Anderson said that she was 
grateful to Dr. Hallowes for referring the patient to her for 
investigation. Whilst the girl was in the Royal Children’s 
Hospital, an attempt had been made to assess her residual 
small-bowel function and nutritional state. 


On examination six months after operation, the patient 
was found to be a tall, very thin girl of 15 years, who said 
that she had weighed seven stone prior to her illness and 
five stone after the operation, and now weighed four stone 
ten pounds. For some weeks after her discharge from hos- 
pital she had had numerous (nine to twelve) small watery 
bowel actions each day, but they had gradually changed to 
their present number of one or two very large, semi-fiuid 
motions each 24 hours. Whilst in hospital she had one or 
two very large bowel actions each day, the total volume 
being usually over one litre, sometimes over two litres. She 
had little energy and occasionally complained of feeling 
weak. Investigations of her blood chemistry revealed normal 
values for electrolytes including calcium, the only abnormal 
finding being a blood cholesterol level of 64 milligrammes 
per 100 millilitres. Blood examination revealed a normal 
blood picture, without anemia, the hemoglobin value being 
14-9 grammes per centum. Fat and nitrogen balance studies 
were performed. Fat absorrtion during an eight-day period 
averaged only 23% of the intake. When the fat intake was 
increased, the absorption fell even further. Nitrogen 


absorption averaged 43% during the same period; but when 
the fat intake was higher, nitrogen absorption was less. Dr. 
Anderson said that that effect had been noted by other 
workers. Blood sugar estimations were carried out after 
the addition of 50 grammes of glucose to a protein meal. 
During the succeeding four hours there was a very slow 
and small rise in blood glucose levels from 90 to 100 milli- 
grammes per 100 millilitres. Examination of duodenal fluid 
obtained by intubation revealed normal levels of enzymes, 
trypsin, lipase and amylase, and the bacterial flora of 
stomach, duodenum and residual small bowel was normal—in 
other words, there was no fecal growth of organisms. Micro- 
scopic examination of the stool revealed the presence of 


numerous fat droplets and undigested meat fibres. Barium 


X-ray studies of the intestine showed a very small amount 
of small bowel remaining, a large stomach and an enorm- 
ously dilated large bowel. In summary, the investigations 
revealed that the absorption of fat and protein was grossly 
impaired. However, the serum electrolytes, including 
calcium and protein, were being maintained at normal levels. 
No evidence of hypoglycemia was obtained. Some com- 
pensatory adjustments seemed to have taken place in the 
bowel, in that the stomach and large gut had enlarged in 
calibre. The latter probably helped in regulating the number 
of bowel actions and in increasing fluid and electrolyte 
absorption and possibly that of amino acids. After those 
investigations, recommendations were made that the diet be | 
of low fat content, and have a high content of protein and 
simple carbohydrates. The motions had improved in size 
and consistency, but there had been no gain in weight. 


Dr. Anderson said that a glance at the literature on the 
subject of so-called “massive” resection of the small bowel 
revealed a large volume of writings and many descriptions 
of individual cases. In studying the case reports only 
general impressions could really be gained, because of the 
many variables encountered—for instance, the age, the 
initial disease, and the incompleteness of many of the records 
and follow-up findings. One of the chief difficulties encoun- 
tered was. that of assessing the length of intestine left in 
situ in many cases, and that was, of course, the chief factor 
determining future health. One case report, that of Jackson, 
Linder and Berman from South Africa, 1953, was particu- 
larly applicable to the case under discussion, and really the 
only well-described case in which such a complete resection 
of the small bowel had been carried out, under six inches 
remaining in situ. The patient was a man, aged 28 years, 
who after a volvulus had only three inches of jejunum and 
three inches of ileum left behind. Briefly, his clinical story 
subsequent to operation showed that at first he had diar- 
rhea, but after some months settled to a routine of one to 
two colossal bowel actions per day. He lived for three and 
a half years. For about the first two years he was relatively 
well, but he gradually deteriorated, had psychotic episodes 
and died in a state of severe inanition with cdema. His 
pre-operative weight was 140 pounds. It dropped to 95 
pounds at operation, and he never gained after that. Many 
metabolic studies were carried out during his three and a 
half years of life, and great efforts were made to administer 
a correct diet. During the latter one or two years he showed 
impairment of pancreatic secretion, and at the post-mortem 
examination, fibrosis of the pancreas was demonstrated, with 
a pale, very fatty liver. He maintained his serum electrolyte 
levels well, significant anemia did not occur, and the plasma 
proteins were normal for at least two years. The serum 
calcium level was maintained despite large losses in the 
stools, but osteoporosis was occurring after about two years. 
Ability to absorb carbohydrate and alcohol was well retained, 
but there were large losses of protein in the feces, and fat 
absorption was extremely poor. When fat intake in the diet 
was high, protein absorption was less or wastage was 
greater. Increasing the fat intake served no useful purpose, 
as no more was absorbed than when the dietary level was 
low. The early findings in that case paralleled in large 
degree those shown in the case presented that night, but the 
man’s subsequent course made one pessimistic regarding the 
girl’s future. 


Dr. Anderson went on to say that Linder, Jackson and 
Berman had referred to other case reports in which under 
18 inches of small bowel were left behind. The survivals 
reported were very few and of very short follow-up 
investigation. Some were written up in detail with optimism 
shortly after operation, but later reports occur in which the 
death of the patient was described. Experimental work on 
massive bowel resection in animals began in the 1890’s, with 
Senn, Trzebicky and Monari; but Flint in 1908 summarized 
their work together with his own, and came to the following 
conclusions, which agreed largely with all subsequent work 
that had been done: 


al 
| 
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As much as 50 per centwm of the total small intestine 
in dogs may be removed without fatal results. The 
animals gradually return to practically normal weight 
and metabolism when maintained on a favourable diet. 
Resections of 75% or even more may be survived, but 
such animals do not show a true recovery—i.e., don’t 
return to normal weight. At first the animals suffer 
from a severe diarrhea, ravenous thirst and appetite, 
and loss of weight, from which they gradually com- 
pensate. Metabolic studies show that the fecal 
excretion of fat, protein and carbohydrate is increased, 
with fat being in greatest excess. An increase in the 
fat in the diet may lead to increased elimination of 
nitrogen and fat. Carbohydrate absorption becomes 
compensated to the greatest degree. 

Flint found a compensatory process in the small bowel, con- 
sisting in an hypertrophy as well as a hyperplasia of the 
remaining portion of the small intestine. Hypertrophy of 
the villi and the crypts occurred, rather than an increase in 
the number of the villi, and that had the result of greatly 
increasing the absorbing surface area. He also noticed 
dilatation of the colon and the stomach. Clatterby, Saleeby 
and Lovingood in 1952 found that resection of 40% to 80% 
of the small intestine in young dogs one to four weeks old 
did not lead to impairment of their growth and development, 
and suggested that children might survive more extensive 
’ resections than adults. Kremen, Linner and Nelson in 1954 
‘carried out ingenious experiments on dogs by a series of 
operations using the technique of a Thiry-Vella fistula, to 
determine which portion of the small bowel was most 
important for absorption, and what value the ileo-caecal 
valve and caecum had in that respect. They found that 
dogs having had 50% to 70% of small intestine removed 
could maintain a near-normal nutritional state. After loss 
of the distal portion of the small bowel or ileum, there was 
a marked diminution in the efficiency of fat absorption with 
loss of weight. Sacrifice of comparable lengths of the 

proximal part of the small intestine and jejunum did not 
ead to such poor fat absorption, and weight was better 
maintained. The ileo-caecal valve appeared to have an 
important effect in the nutritional adjustment to sacrifice of 
the distal part of the small bowel, and they recommended 
that if possible it should be saved. A recent review of the 
subject in humans had been made by Pietz (1956). He 
found 42 cases in which follow-up metabolic studies had 
been carried out, and the findings could be summarized in 
the following way. Absence of all but about two feet of 
mesenteric small bowel was compatible with fair nutrition 
and absence of diarrhea. Below two feet, survival was rare 
and not long-lasting: Metabolic alteration and significant 
fat losses were unusual if six feet or more remained. In the 
last-mentioned case, weight and general health were usually 
regained if no complications occurred. Fat, nitrogen and 
electrolyte excretion in the stool was less extensive, if a 
segment of ileum, the ileo-caecal valve and the entire colon 
Were present, as compared to the leaving of a similar length 
of jejunum alone, a portion of colon being absent. Fat 
absorption was affected most, but if the fat intake was kept 
low, nitrogen absorption was better. Large losses of calcium 
occurred in the stool with negative calcium balance, and in 
eight of the 42 cases hypocalcemia, with tetany in six, 
occurred after a variable period of months to years. That 
was not so marked if the fat intake was kept low. The 
basal metabolic rate dropped in many of those patients, and 
there were changes in kidney function in regard to dis- 
tribution of body water. 


Dr. Anderson said that the management of patients who 
had undergone massive resection of the small gut was largely 
based on a follow-up investigation of similar patients, 
although each patient should be assessed individually at 
varying periods after operation. In the initial stages, and 
probably always, a diet of low fat and high protein and 
simple carbohydrate content was advantageous, with 
increased fat-soluble vitamin intake. Frequent feedings 
were helpful, and increased calcium intake was often neces- 
‘sary. Anemia was rare, but the occasional macrocytic 
anemia was relieved by vitamin B,. 
found sometimes to lessen diarrhea if present. No success 
had been obtained by any workers from the use of the usual 
chemical motility-slowing agents such as opium, “Banthine”, 
etc. Fat-emulsifying agents, such as “Tween 80” or 
“Sorlate”’, had not been found of any value by any worker. 
Protein hydrolysates were irritative rather than helpful. 
It was recommended that during surgery as much ileum as 
possible should be left behind, together with the ileo-caecal 

- Valve and colon if that was feasible. 


Dr. EvizaBera TuRNeR presented briefly the clinical details 


That had also been’ 


of nine weeks had undergone a resection of approximately 
66% of the total length of the small bowel. The child had 
done well on a-carefully regulated diet of low-fat content, 
but was still unable to tolerate a diet containing the normal 
quantity of fat without the occurrence of diarrhea. 


Dr. I. Woop mentioned five patients (four adults) whose 
progress he had followed. All had about two feet of bowel 
left in situ. They had remained underweight, but otherwise 
led a useful existence. The only dietary restriction he had 
found helpful was that of reducing the fat intake. He 
thought that at the initial operation it was essential to save 
as much bowel as possible, even to the extent of re-operation 
the next day after leaving doubtfully viable bowel in situ, 
as-was being done by some Boston surgeons. 

Dr. D. SmiItH commented on a baby on whom he had 
recently performed small bowel resection. The baby had had 
gangrene of the small intestine following replacement trans- 
fusion. He presumed’ that there had been a mesenteric 
thrombosis, and he asked Dr. Hallowes whether he had ever 
seen that phenomenon mentioned in relationship to replace- 
ment transfusion. 


Dr. Hallowes said that he had not. 
Hydrocephalus. 


Dr. R. Hoopmr discussed the investigations and treatment 
of hydrocephalus, illustrating his talk by reference to recent 
experience overseas. He said that attempts to prevent the 
late results of progressive dilatation of the cerebral ventricles 
and the resultant enlargement of the head had been going 
on since the beginning of the century. In the last few years, 
there had been a renewed enthusiasm for evolving new 
methods of surgical treatment to prevent the gross enlarge- 
ment and the mental retardation, spasticity and blindness 
which were the distressing features of untreated patients. 
The improvement in the results now obtained was as much 
due to the wider appreciation of the pathological processes 
involved as to improvements in operative technique. 


Dr. Hooper went on to say that the classification into 
communicating and non-communicating types of hydro- 
cephalus had limitations, for it was now recognized that 
individual patients within those groupings might require 
quite different surgical management. In some patients, both 
intraventricular and subarachnoid obstructions might 
coexist. The decision to operate upon those patients was 
made after a complete clinical history had been taken and 
a full examination had been made, and the record of head 
measurements obtained at regular intervals had indicated 
increasing expansion of the head with little evidence of 
stabilization. The type of operative procedure indicated 
was arrived at after the results of dye tests and air studies 
of the ventricles and subarachnoid space had been obtained. 
Recent work by Matson, of the Children’s Hospital, Boston, 
indicated that those were of considerable importance in the 
assessment of ventricular obstructions, but their value in 
the communicating types was doubtful. Air studies still 
remained the most useful diagnostic. procedure, and their 
value had increased since new techniques, such as those 
utilized by Ziedses des Plantes, had shown that much 
relevant information could be obtained after the introduction 
of small amounts of gas, a method that could be used safely 
even in quite small, debilitated children. In some centres_ 
overseas, a positive contrast medium—‘“Pantopaque” or 
“Myodil”—was used in much the same manner. 


Dr. Hooper then said that the surgical management of 
the hydrocephalic infant depended upon the nature and the 
site of the obstructive lesion and on the stage reached when 
the child was examined. There were four types of operative 
procedures in current use. (i) The first was a direct/attack 
upon the obstruction within the ventricular system—for 
example, when the air studies indicated the presence of cysts 
or tumours as the cause of the hydrocephalus, or when the 
dilatation was due to the occlusion of the foramen of Munro, 
or of the foramina of Luschka and Magendie. (ii) A 
diminution of cerebro-spinal fluid production by electro- 
coagulation of the choroid plexus was still advocated by 
Scarff, but it was now considered that the various shunting 
operations, to be described later, were more effective. (iii) 
Short-circuit operations, such as the ventriculo-cisternostomy 
of Torkildsen, were clearly indicated for stenosis of the 


aqueduct of Sylvius, and the results obtained were usually 
especiall 


very good, y in the older children. (iv) Numerous 
operations to drain the cerebro-spinal fluid outside the 
central nervous system had been devised since the first 
serious attempts to achieve that object were made over 50 
years earlier, and the successes obtained by modern tech- 
niques had been largely due to the introduction of plastic 
_— Three groups of operative procedures. were now 
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widely used. (a) Drainage of the cerebro-spinal fluid into 
the peritoneal. space by means of a plastic tube connecting 
the spinal subarachnoid space.to the peritoneal cavity. That 
was the most widely used procedure, and gave good and 
lasting results in about 30% of cases, but technical difficulties 
were not uncommon... (b) Drainage of cerebro-spinal fluid 
into the ureter after removal of the kidhey. That operation 
was advocated by Ingraham and Matson, but it was some- 
times followed by electrolyte and fluid depletion. (c) 
Drainage of cerebro-spinal fluid into the blood-stream. 
Currently cerebro-spinal fluid was drained from the lateral 
ventricle into the jugular vein, reflux of blood being pre- 
vented by a small valve placed in the anastomotic tube. The 
large variety of intricate valves now being used for that 
procedure in the United States was probably an indication 
of the difficulties encountered in finding an efficient one. 


Dr. Hooper said, in conclusion, that the assessment of the 
results of ‘modern treatment was not easy, but there was 
strong evidence that there had been a considerable improve- 
ment in the over-all results. Current opinion in some neuro- 
surgical centres in Britain and on the Continent was some- 
times unfavourable, but in most instances the criticisms 
were based on inadequate experience and were unwarranted. 
In the United States, technical considerations sometimes 


received more attention than diagnostic procedures, with 


consequent increase in the failure rate. There was some 

evidence that even in the technically successful cases, in 

which operation was performed early in life, the patients 

had difficulties in later life owing to intellectual inadequacy. 

In spite of those criticisms, the present results were 

pons encouraging to demand further endeavour in 


Dr. B. Curtis commented on the tendency for the condition 
in a percentage of cases to become stabilized spontaneously. 


Dr. KaTe CAMPBELL also referred to that occurrence. 


Dr. Hooper, in reply, said that spontaneous arrest did 
seem to occur, but it was difficult to explain the mechanism. 
In fact, there was no satisfactory well-proven explanation 
of that occurrence, especially when it happened after 
meningitis. 


<i 


Dut of the Past, 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events. 
connected with the early medical history of Australia. 


TREATMENT OF DIPHTHERIA. 


{From the Australasian Medical Gagette, March, 1893.] 


Firry-stx cases of diphtheria were admitted to the Sydney 
Children’s Hospital during the past year. Thirty-one of 
these cases required the operation of tracheotomy. Of these 
12 recovered and 19 died. Four of these cases were moribund 
on admission. Of the fifteen cases that did not require 
tracheotomy only one died. 


. 


Correspondence. 


ANZESTHESIA IN HEART DISEASE. 


Si: All Dr. S..V. Marshall’s heavy facetiousness cannot 
hide the paucity of his letter’s contents. After an opening 
which a more sensitive soul than mine might have found 
offensive, he proceeds, in the name of “simple courtesy”, to 
“acknowledge” my comments on his paper, “Anesthesia in 
Heart. Disease”. But acknowledgement is not enough; it is 
an answer that is called for, and so I must ask leave to 
repeat my criticisms: 

1. I disagreed with Dr. Marshall’s peremptory rejection 
of local anesthesia for cardiac subjects and said that many 
factors needed consideration, such as the nature of the 
operation, the type of heart disease and the personality of 
the patient and of the surgeon. Dr. Marshall has not a 
single word to say on these points. 


~ 


2. I disagreed with his statement that heavy premedica- 


tion was necessary with local anesthesia “to ensure 
quietude and to abolish emotional reactions”. About this, 
too, Dr. Marshall is curiously silent. 


I now invite him not just to acknowledge my criticisms, 
but to discuss them. My observations on hypnosis and sug- 
gestion were, I think, constructive, as I sought to show that 
intelligent use of this simple therapy could make heavy 
premedication unnecessary. Since: one of Dr. Marshall’s 
objections to local anesthesia was the imagined need for 
heavy premedication, I thought, perhaps a trifle naively, 
that he would welcome any means of obviating it. An 
additional advantage of hypnosis is that it rarely causes 
vomiting or other unpleasant symptoms which are often 
induced by “pharmaceutical aids”, nor has it any mortality, 
which cannot be claimed for any anesthetic agent yet dis- 
covered. Just by the way, it is interesting to detect Dr. 
Marshall’s uncertainty and inconsequence breaking through, 
for he admits that “undoubtedly reassurance, suggestion and 
even hypnosis have a place in such work, and indeed may 
sometimes be surprisingly helpful’, and follows this up by 
a pert remark about “psychological extravagances”. 


Dr. Marshall’s reference to Morton’s administration of 
ether for a tooth extraction is peculiarly inept. He says that 
the patient asked for mesmerism, but was given ether 
instead, with happy results. Does Dr. Marshall conclude from 
this that mesmerism would necessarily have failed? Common 
sense and logic are against such a conclusion. If he says 
that he did not intend that conclusion to be drawn, his 
reference to the incident is completely pointless. But let us 
suppose that in this case mesmerism would have failed. 
Would that have justified its unqualified condemnation? 
It would be equally fatuous to condemn ether and nitrous 
oxide because (as Dr. Marshall omits to say) many of the 
early attempts to induce anesthesia with these agents were 
dismal failures. At this point let me remind Dr. Marshall 
and your readers that in my letter I opined that hypnosis 
could not replace conventional anesthesia for most patients, 
but I emphasized that it could often be of great help. But 
Dr. Marshall states pontifically that “ever since then [the 
introduction of ether] hypnotism has been of little real sig- 
nificance in the relief of surgical pain’. If he had inserted 
the words “to me” (Dr. S. V. Marshall) into this sentence it 
might have passed muster. As it stands it pretends to- 
enunciate a universally accepted judgement, but really it is 
only an obiter dictum. (“An obiter dictum”, said an old 
judge, “is a gratuitous opinion, an individual impertinence, 
which, whether it be wise or foolish, right or wrong, bindeth 
none—not even him whose lips utter it.”) Dr. Marshall's 
last sentence about hypnotising anesthetists contains a grain 
of truth because there are some I know who would be much 
improved if, in the course of a debate or controversy, they © 
could be induced to stick to the points in dispute, to consider 
them judiciously and then to produce some enlightened 
arguments or comments. 


In conclusion, I want it to be known that there are many 
anesthetists who do not share Dr. Marshall’s views. I base 
this statement on personal conversations and correspondence 
and on many papers that have appeared over the years, such 
as Bernard Hollander on “Hypnosis and Anesthesia” (Proc. 
Roy. Soc. Med., March, 1932) and A. A. Mason on “Hypnosis 
for the Relief of Pain” (Proc. Roy. Soc. Med., July, 1956). 


_ And now for the soft part of my answer. Dr. Marshall 
seems to have taken my criticism as a personal affront. But 
free expression in debate should not annul mutual respect, 
and I assure Dr. Marshall that my personal regard for him 
is not diminished because I disagree with some of his 
opinions. I am aware, too, of my debt to him and other 
anesthetists for years of indispensable cooperation, 
especially in the early days of thoracic surgery. ‘ 
Yours, etc., 


Syd M. P. SusMAN;: 


ydney, 
April 6, 1958. 


FATAL CORONARY OCCLUSION AND EXTREME 
STRESS. 


Sm: Your correspondent, Dr. Brian G. Haynes, of Sydney 
(March 29, 1958), presents an ingenious hypothesis of the 
ewetiology of fatal coronary occlusion in a 27-year-old Royal 
Australian Air Force pilot. He places this airman’s ejection 
from a Sabre aircraft some four months earlier, using “a 


dangerous and obsolete” ejection seat, in causal relationship 


to the terminal event. 
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It is not the present. intention to debate the validity of 
Dr. Haynes’s concept of commotio hypothalami (whatever 
that may be) engendering “autonomic dyspraxia”, which 
when superimposed on coronary atheroma yields coronary 
spasm and death in air force pilots. It is, however, essential 
in the interest. of truth to examine certain of Dr. Haynes’s 
statements and implications concerning this ejection, and it 
is perhaps of some interest to draw attention to the 
similarity between these and views on the matter recently 
expressed by the Sydney popular Press. It should, in fair- 
ness, be conceded at the outset that in view of Dr. Haynes’s 
withdrawal from an air force environment as long ago as 
1942' he may perhaps be excused for his apparently 
apertect knowledge of the facts surrounding an ejection in 


least, to the following points 

1. The pilot did not, as Dr. ‘Say nee states, “bail out”. He 
ejected. “Bail-out”, the term with which Dr. Haynes wouid 
probably be more familiar, means abandonment of an air- 
craft, using a parachute, but without benefit of a mechanical 
aid such as an ejection seat. : 


2. Contrary to Dr. Haynes’s statement, this pilot was not, 


in using his ejection seat, “the first Australian pilot to use 
this largely problematical means of saving his life’. There 
had been four previous ejections by Royal Australian Air 
Force pilots, of whom only one failed to survive (due to his 
low altitude at the time of ejection) and the other three 
suffered no injury, or injury of _& very minor. nature, and 
no sequelez. 


8. Exodus from an untenable aircraft by ‘means of any 
standard ejection seat currently in service is not “largelv 
problematical” or in any degree “problematical”, in the 
normal usage of, that word. Such a seat is a piece of 
precision-engineered equipment with, of itself, extremely low 
malfunction and non-function rates. It has been used 
extensively in emergency circumstances, first by the 
Luftwaffe in World War II (about 60 ejections), in the 
period following World War II by the United States, British 
and Commonwealth air forces (in excess of 1100 ejections to 
May, 1956), and by all. other modern ‘air forces. Although 
the continuing process of making ejection and its con- 


-comitants safer obviously poses many technical problems, 


it is just as obviously incorrect to say that ejection as an 
escape facility is “largely problematical”. The hazafd 
involved in any postulated ejection may be closely predicted 
by assessment and integration of the known effects of such 
variables as the type of aircraft, and its flight configuration, 
altitude .and speed at the time of ejection. “Largely 
problematical”: certainly suggests that we-can predict -with 
reasonable certainty neither whether the ejection device will 
function, nor what will be the outcome should it perchance 
do so. There is in fact no mystery about ejection, ane in 
its accomplishment or its immediate or remote results 


4. “It is known”, states Dr. Haynes, “that the siaioe 


mechanism was not fitted with protection for his [the 
pilot’s] face from the high-velocity slip-stream”. This is 


-true. The North American seat does not have a fabric 


blind, as is standard on the Martin-Baker type seat. (This 
blind has a multiple function: when the pilot grasps, with 
both hands, the D-handle above and behind his head, and 
draws the blind forward and downward over his face, the 
seat ejection catapult is fired, and the blind subsequently 
provides protection if mecessary for the pilot’s face and 
head. The North American seat is actuated by a canopy- 
jettison, seat-catapult-arming and firing lever complex 
located on the right arm-rest of the seat.) The fact that 
Dr. Haynes does not mention is that the pilot’s protective 
helmet (a rigid fibreglass “bone dome” of massive dimen- 
sions, extending to low forehead level and fully enclosing 
the ears), his visor (completely filling the face-gap of the 
helmet down to mid-nasal level) and his oxygen mask (an 
oro-nasal type, covering the chin, and with large flaps 


' extending out over the cheeks) remained firmly in place 


throughout the ejection. The visor was in fact raised, and 
the mask unclipped, by the pilot during his parachute 


descent. There is experimental and case-report evidence 


_. that the helmet-visor-mask combination worn by the pilot 


in this case, if properly fitted and if in the configuration 


‘discussed (visor down), will remain, undislodged by slip- 


streams of speeds up to Mach 0-9. In all types of ejection 
seat, the head is supported posteriorly during ejection by 
an adequate headrest. .. 

5. It may be Dr: Haynes’s intention to suggest that: it is 
specifically the North American M.I. ejection seat installed 


+“Medical Directory of Australia, 1954". 


in the Australian, and all other, Sabre (F-86) aircraft which 
is “largely problematical” as a life-saving device. If this is 
true, and if it is conceded that the efficacy of ejection seats 
in general is not “largely problematical”, a significant dis- 
parity in mortality and morbidity statistics for North 
American type and for other seats, with an unfavourable 
bias in the case of the former, should be demonstrable. It 
is fortunate, therefore, that whilst a high percentage of 
ejection seats used by the United States Air Force over the 
last 10 years have been North American type seats, with no 
face blind, the United States Navy has used exclusively 
Martin-Baker type seats. As both these services have had 
statistically significant numbers of ejections (a total of 
nearly 1000), and as strictly comparable analyses of the two 
series exist,?* a statistically valid conclusion may be drawn. 
It is believed, as Dr. Haynes has stated, that ejection from 
the Royal Australian Air Force Sabre took place at an 
altitude of about 13,000 feet. It is further believed that the 
speed of the aircraft at the time of ejection was between 
300 and 850 knots (indicated). As has been stated in 3, 
ejection hazard is related both to altitude and speed; Table I 
compares the outcome of ejections under these circum- 
stances with the two types of ejection seat. 


Taste 
(a) Outcome of to at between and 


Fatalities SeriousInjuries | Minor Injuries. 
(Percentage). | (Percentage). |or None (Per- 
centage). 
U.S.N. 6 11 83 
U.S.AF. .. 7 14 719 
(b) Outcome of Miootione, 1949 to 1956, at between 300 and 
350 Knots, I.A.8. 
U.S.N 16 10 74 
USAF. .. 7 21 72 


Lest it is thought that death by drowning is a dis- 
proportionately large hazard in the case of the Navy, the 
reader is assured that the percentage difference between the 
Air Force “drowned” category and the Navy “lost and 
missing” category is small and does not significantly affect 
the over-all picture above. In the United States Navy series 
only. 12% -of the total ejections studied were made at speeds 
above 400 knots, LA.S., and United States Air Force 
experience closely parallels this. To the best of my _ belief, 
the only ejection at supersonic speed (in this case at Mach 
1:05, ie, the speed of sound at the altitude concerned 
multiplied by 1:05) which has been survived was made in 
a North American seat, without a face blind, from an F-100 
Spee Sabre.‘ The pilot fully recovered and resumed test 
ng. 

6. After rescue, the Australian pilot was “examined by 
doctors, and found to be suffering from slight bruising and 
shock”, according to Dr. Haynes’s account. The findings at 
this time were in fact of a relatively minor nature, com- 
prising, chiefly signs of strained ligaments and muscles in 
the region of the left elbow (assumed to be due to some 
flailing of the arm), and some erythema of parts of the 
right upper limb (thought to be due to wind-burn following 
ripping of the right«sleeve of the flying suit either by snag- 
ging during ejection or by air blast). There was no injury 
to the head, neck or trunk. There was no sign of shock. 
The pilot was subsequently assessed as fit for full flying 
duties with effect from September 15 (he ejected on 
September 12). "When he resumed fiying he displayed no 
psychological sign whatsoever which could responsibly be 
construed as a residuum of the “terrifying life and death 
situation” (Dr. Haynes’s phrase) which he had so recently 
experienced. There is no reason to believe that the 
journalistic treatment of the incident by the Sydney popular 
Press oécasioned him any psychological trauma. It is note- 
worthy that the pilot’s actions at ejection and subsequently 
during descent were rational, and within the time limits 
available, considered actions; that he at no. time lost 
consciousness; and that his account of the whole occur- 


9J. Aviation Med., 1957, 1:64 (February). 
“Bijection Seat Study”, U.S.N.. Aviation Safety Centre, 195%. 
* Aviation Week, November 14, 1955. 
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rence was lucid and complete. This is hardly consistent, 
with a “terrifying life and death experience”. 

It is not desired to recapitulate points already made, but 
it is perhaps necessary to say, in summary and conclusion, 


that: 

1. The Sabre seat is neither obsolete nor, by comparison, 
dangerous. Its over-all efficiency may be improved by the 
addition of automatic seat-harness-release and parachute- 
deployment mechanisms. Royal Australian Air Force Sabre 
seats are currently being so modified, work on this having 
commenced prior to the date of the ejection discussed. It 
should be clearly appreciated that the benefit of such 
modification may, in general, be expected to become apparent 
only for ejections made at speeds in excess of 400 knots, 
LA.S., and at altitudes below 5000 or above 25,000 feet. 
Thus no benefit is, in general, expected in ejections made 
under conditions approximating to those applying in the 
Australian case. ; 

2. There is no valid reason to believe that a seat of the 
face-blind type would yield over-all results superior to those 
of, the North American type seat for aircraft of performance 
potential of the order of the Sabre (the seats compared being 
either both fitted with “automatics”, or both not so fitted). 
This is fortunate, as it is not physically possible to instal 
any satisfactory current face-blind type seat in the Sabre 
without virtually redesigning the aircraft, as the vertical 
height of such seats exceeds the height of the aircraft from 
cockpit-floor to canopy. 

3. Any apology which the writer has to offer with regard 
to his foregoing verbosity is related only to his inability 
to present in fewer words information sufficient to induce 
correction of such misapprehensions as readers may have 
gained. He believes that the Editor will bear with him in 
his efforts to refute implications which-do service neither 
to the wish of readers of THE MppicaL JOURNAL oF AUS- 
TRALIA. to be correctly informed, nor to public confidence or 
Royal Australian Air Force morale. 

Yours, etc., 
L. E. Buiey, 
Vice-Chairman, B.M.A. Special 
: Group on Aviation Medicine. 
499 Little Collins Street, 
Melbourne, C.1, 
Undated. 


Ciniversity Intelligence, 


UNIVERSITY OF WESTERN AUSTRALIA. 


Tup following items are published in the Gazette of the 
University_of Western Australia, March, 1958. 


W. B. Macdonald, M.D. (Melb.), M.R.A.C.P., has been 
appointed to the Chair of Child Health in the Medical School. 
For the past three years Professor Macdonald has been 
Lecturer in Pediatrics at St. Mary’s Hospital Medical School, 
London. From 1942 to 1945 he served as Medical Officer in 
the R.A.A.F. and subsequently worked at the Royal 
Children’s Hospital, Melbourne. In 1950 he obtained the 
degree of M.D. at Melbourne, and in 1954 he was awarded a 
Nuffield Dominion Travelling Fellowship. 


Cc. J. Perret, M.A. (Camb.), Ph.D. (Lond.), has been 
appointed Senior Lecturer in Microbiology. Dr. Perret was 
educated in Birmingham before the war. During the war he 
served in the army and was a prisoner-of-war on the Siam- 
Burma railway from 1942 to 1945. After repatriation he 
went to St. John’s College, Cambridge, where he graduated 
in 1950. Since 1953 he has been on the staff of the Lister 
Institute of Preventive Medicine. 


F. G. Brockis, M.B., Ch.M. (Leeds), F.R.C.S., has been 
appointed Senior Assistant‘ in Surgery. Mr. Brockis 
graduated at Leeds in 1942 and then joined the R.A.M.C., 
serving in the Middle East, Malta and Italy, After the war 
he became Demonstrator in Anatomy at the University of 
Leeds, and subsequently was Surgical Registrar and Senior 
Surgical Registrar at Leeds, Newcastle, and St. Peter’s Hos- 
pital for Stone, London. From 1954 he has been Senior 
Surgical Registrar at the Royal Infirmary, Cardiff. 


I. T. Oliver, M.Sc. (Melb.), Ph.D. (Sheffield), has been 
appointed Senior Lecturer in Biochemistry. After obtaining 
the degree of M.Sc. in the University of Melbourne, Dr. 
Oliver lectured in the University of Sheffield, and sub- 
sequently in University of Sydney. 


Dr. R. B. Lefroy, temporary Senior Assistant in Medicine, 
has been appointed to the Permanent staff as Senior Assis- 
tant in Medicine. 


DISEASES NOTIFIED IN RACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED APRIL 12, 1958." 


New A ‘ Australian 
Disease South Victoria Queensland Tasmania. Northern ital ustralia. 
Acute Bheumatism .. 2(1) 1 
Brucellosis 2(1) 
Chorea (St. Vitus) .. a 
and Bncephalitis .. 2 3 
nine Hepatitis 53(20) 19(9) i0@) i i3a) 1 
nag- Meningococcal Infection 1 
jury Ophthaimia .. ony ) 1 1 
10ck. Drnithosis + 
lying Paratyphoid b ve . oe oe . 
y be 9(8) 1 . 13 
Bearlet Fever... 88) 25(20) 17) 
Mite- ana} 1 2(2) ee 3 
lost -borne) oe of oe of oe of 1 


_.1 Figures in parentheses are those for the metropolitan area. 
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been appointed to the permanent staff as Junior Assistant 
Surgery. 

Professor N. 8. Stanley, of the Department of Bacteriology, 
has been invited to attend the Sixth international Con- 
gresses on Tropical Medicine. and. Malaria to be held in 
Lisbon next September. Professor Stanley will present a 
paper on “‘Australian Studies on the Enteric Viruses”. 


Dr. Neil “Crosby; 
Department of Physiology, has 
Director of the new medical school at ae which 
be set up under the Colombo Plan. 


— 


aval, epilitaty a and ait Force, 


"APPOINTMENTS, 


is to 


THE following appointments, changes, etc., are published 
in the Commonwealth of Australia Gazette, No. 22, of apn 


17, 1958. 
Avusrraman Air Force. 
Permanent Air Force. 
Medical Branch. 


Flight Lieutenant Gerald Sidney Radford (025626) is 
transferred from the Reserve and is appointed to a per- 
manent commission, 27th January, 1968, with seniority as 
from 27th January, 1954. ~ 

The following are appointed to a temporary co 
1st January, 1958, with the rank of Pilot Officer (Student): 
Allan Malcolm .MacLieod (0314417), John Andrew Bai 
Hokin (043261). 


promoted to the rank-of Flight: Lieutenant, 21st December, 
1957: M. J. Seyfort (0312862), H. T. Cutler (0314200). 

‘The short-service commission of Squadron J. 
Harrison (013663) is extended to 7th February, 1 


<i 


@Bedical Appointments. 


The following have been appointed as members of the 
Cancer Institute Board of Victoria: Sir Peter MacCallum, 
Dr. T. E. Lowe, Professor R. D. Wright, Professor M. R. 
Ewing, Dr. W. B. A. Hughes-Jones, Dr. Balcombe Quick, Dr. 
G. G. Godfrey, Dr. K. P. Rush, Dr. 8S. G. L.. Catchlove, Dr. 
John Edis and Dr. Clifford Craig. : 

Dr. John Wilson has been appointed medical officer in 
the Mental Hygiene Branch of the the Department of Health, 


Victoria. 
ted Deputy Superin- 
Victoria. 


Dr. 4: J. Stubley has been appoint 
tendent 5 the Mental Hospital, Sunbury, 
“Dr. G. Burniston. has been appointed to the Expert 
chins Pana on Rehabilitation of the World Health 
on. 


Dr. M. W. Miller has been appointed Honorary Physician: 
Adelaide. 


at The Queen Elizabeth Hospital, 


Hominations and Elections. 


THE have applied for as members 
the Hem ‘Australian Branch of ‘the British 
on: 
Bennett, James Percy, M.B., 1942 (Univ. 
8 Esplanade, Somerton, South: Australia. 
Gould-Hurst, Peter Richard S:, M.B., B.S., 1954 (Univ. 
Adelaide), Lewis Avenue, Glen Osmond, South 
Australia. 
Kuusk, Edna, M.B., B.S., 1957 (Univ. Adelaide), 32 
Martin Avenue, Fitzroy, South Australia. 
pay, Franz Rudolf, M.B., B.S., 1942, D.Sc. (Univ. 
Adelaide); M.D. (Univ. Vienna), 13 ‘Barker GEO¥S, 
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